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This literature-based study engages a revisioning of dance/movement therapy as 
community-based practice, capable—through a program emphasizing restoration and 
empowerment—of responding effectively to the needs of children affected by war and 
organized violence. Half of the world's 35 million refugees are children, and most come 
from the developing world. For these children, experiences of uprooting, displacement, 
poverty, and repression exacerbate those of exposure to the extreme stressors of armed 
conflict. A risk factor vs. protective factor analysis of stress and resilience is applied 
toward assessing the multiple dimensions of children's vulnerability and strength in the 
face of atrocity and deprivation. Given a preponderance of evidence to support a 
differential association between exposure to stressors in such contexts and subsequent 
emotional or psychological disturbance, investigations of factors conducive to 
adaptational outcomes are highlighted, as these may provide foundation for preventive 
interventions. 
Issues of cultural difference between children from the developing world and 
therapists from the developed are explored, and such constructs as "trauma" discussed 
with reference to the ethnocultural relevance of posttraumatic stress disorder and its 
alternatives. Ethnographic studies of the construction of identity in holistic, collective— 
or "sociocentric"—cultures are introduced, and complemented with insights from 
psychological investigators and therapists from the developing world. The theory that 
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rituals hold transformative potential for societies disrupted by the forces of armed conflict 
is advanced, and shown relevant to therapeutic objectives among war-affected 
populations for whom the restoration of sociality may be a principal need. Interventions 
that integrate Western intrapsychic and "traditional" techniques are deemed especially 
germane to dance/movement therapy, given the modality's predication on an integral 
connectedness of mind and body. A sample "traditional dance"-based program for a 
resilient group of war-affected, resettled refugee youth from the Southern Sudan 
illustrates a re-imagining of such integrative psychotherapeutic intervention. This 
project, informed by an understanding that social reintegration is pivotal to mental health 
in sociocentric groups, recasts the dance/movement therapist as a community organizer 
focused on empowering as well as restoring. An Inventory of Psychosocial-Cultural 
Interaction is provided as a tool for the development of culturally relevant interventions 
with such groups. 
ii 
Primum vivere, deinde philosophare. 
Before philosophizing about life, we must ensure life itself. 
Ignacio Martin-Baro 
Writings for a Liberation 
Psychology 
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INTRODUCTION 
Given the raging course of the twentieth century, it seems that an energetic and 
critical appraisal of the stresses imprinted on children and adolescents by the events of 
war and political upheaval may be a necessary step toward a healthier and more peaceful 
twenty-first. The last hundred years have witnessed disturbing evolutions in the codes of 
z'ttternational and mfnanational warfare, especially with respect to the treatment of civilian 
populations (Human Rights Watch, 2000). Armies now are rarely made up of adults 
alone, nor are war's targets confined to military installations. While armed conflict has 
long targeted noncombatants, contemporary patterns of warfare have increased children's 
risk of exposure to violence, both physical and systemic. It has been widely estimated 
that by the final decades of the last century civilians comprised more than 90 percent of 
war's casualties globally (United Nations, 1996). In the developing world, where 
children generally make up half, or more, of the population (Richman, 1993), some 160 
armed conflicts erupted in the four decades since World War II, breeding 22 million 
deaths and three times that many injuries (Summerfield, 2000). Despite the Geneva 
Convention and the mid-century adoption of the Universal Declaration of Human Rights, 
a host of new and deeply problematic developments in the tactics of war has led to 
generations decimated, and branded untold survivors, roughly half of them children, with 
lasting somatic and psychic scars (Aheam & Athey, 1991). 
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Over the last century, first the 1915 Armenian Massacre (Ressler, Boothby, & 
Steinbock, 1988), and then the Nazi concentration camps and extermination of six million 
Jews and other so-called undesirables in central Europe introduced the world to a 
previously unthinkable grade of horror, prefiguring the "killing fields" of Cambodia and 
ethnic genocides in Rwanda, the former Yugoslavia, and elsewhere. In recent decades 
the stoking of a noxious climate of terror for noncombatant populations through "low 
intensity" conflict has become a commonplace of military strategy on virtually every 
continent (Human Rights Watch, 2000). With entire regions destabilized, civilian 
peoples—uprooted from their homes to suffer physical brutality, or starvation, or 
relentless threat—struggle to avoid sacrifice to geopolitical ambition. Over the course of 
the last decade, such abuses displaced more people around the world than at any 
comparable period in history, with women and children making up the majority of 
refugees almost everywhere (U.S. Committee for Refugees, 2002; United Nations, 1996). 
Amnesty International (2000) has documented instances of torture in 150 countries since 
1997, and typically the chief aim of this most egregious of human rights violations is the 
systematic repression of entire communities (Turner & Gorst-Unsworth, 1990). At the 
same time, according to Human Rights Watch (1998), given the proliferation of 
lightweight automatic weapons simple enough for a school-aged child to operate readily, 
by the late 1990s the phenomenon of child soldiers had spread to 33 armed conflicts in 
most every region of the planet. 
Mass exodus has almost always been the direct consequence of atrocities against 
civilian communities, and since 1970 there has been a six-fold increase in the number of 
displaced persons globally, to a total that approaches 1 percent of the world's population 
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(Summerfield, 2000). Latest estimates compiled by the U.S. Committee for Refugees 
(2002), reveal that there are over 35 million refugees and internally displaced persons 
(IDPs) in the world today. Extrapolating from other recent surveys, half this total are 
children (United Nations, 2000), with 20 percent under the age of 5 (Ladd & Cairns, 
1996). In addition, each year more than 8,000 children fall prey to landmines (United 
Nations, 2000). UNICEF data indicate 2 million children killed, 6 million injured, 1 
million orphaned, and 10 million "traumatized" as a result of armed conflicts worldwide 
during the 10-year span beginning in 1986 (United Nations, 2000). Estimates of the 
number of current child soldiers globally exceed 300,000 (Coalition to Stop the Use of 
Child Soldiers, 2002). 
Despite the widespread suffering implicit in such statistics, rarely are 
psychosocial programs for children and youths integrated into larger relief and 
development programs designed to respond to either natural or sociopolitical 
emergencies. Development expert and psychologist Neil Boothby (1996) observes that 
"conventional mental health approaches have proved too narrow and too expensive to 
effectively respond to large numbers of war-traumatized people" (p. 151). What he terms 
conventional Western programs have yielded poor results in terms both of numbers of 
persons helped and cost-effectiveness. In describing the unusual strengths of a few 
innovative, sustainable mental health initiatives that are productively mobilizing 
communities in developing countries torn by conflict, he points to the power of cultural 
representation—including dance—as a vital resource for helping children cope with the 
consequences of war. 
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In this context, it is the aim of this thesis to consider what contribution the 
evolving theories and practice of dance/movement therapy might contribute to this vital 
effort, specifically to the recovery and empowerment of young refugees and the 
rehabilitation of child combatants. Dance/movement therapy, a therapeutic modality 
elaborated within the context of Western psychology, may yet embody an unusual 
capacity for personal and collective transformation that is relevant, for example, to the 
Palestinian adolescent in a Gaza refugee camp, or to the AK-47-toting latency aged child 
in Colombia, Sri Lanka, or Sierra Leone. 
Addressing the impact of war and organized violence on such children and 
adolescents, along with therapeutic means for enhancing these young people's capacity 
for reintegration into demilitarized societies, this thesis begins with a review of extant 
literature relevant to the psychosocial difficulties facing children and adolescents as a 
result of combined war and displacement. Operational definitions of key concepts are 
given in Chapter III. There follows a proposed psychosocial intervention that is 
grounded in that knowledge, along with a model of inquiry for designing culturally 
relevant interventions. While the sample program described is conceived in terms of 
dance/movement therapy as articulated in the United States and Europe, the project's 
relevance depends largely on its transcultural applicability to the specific population for 
which it is designed: South Sudanese adolescents resettled in a metropolitan region of 
the United States. 
To date there are no published accounts of dance/movement therapy with children 
or young people affected by war. The absence of such studies necessitates a synthetic 
approach, and the literature review that follows draws heavily on the work of researchers 
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and theorists who have investigated various other psychosocial interventions with 
children of war. (Excluded will be analyses related to learning difficulties and school 
problems consequent to war exposure, as well as interventions primarily of an 
educational nature.) Dovetailed in with this information will be an overview of the 
application of dance/movement therapy in various "posttraumatic" contexts. As 
evidenced by the work of dance/movement therapists with abused children (Goodill, 
1987; Harvey, 1995; Weltman, 1986), survivors of torture, (Callaghan, 1991, 1993, 1998; 
Gray, 2001; Medical Foundation for the Care of Victims of Torture, n.d.) and other 
young clients who have suffered injury or invasive medical procedure (Mendelsohn, 
1999), dance/movement therapy offers an approach mat often helps in the process of 
overcoming what is popularly known as psychological trauma. As such, this modality 
may contribute to the reintegration of children and young people deeply affected by 
events staged for the purpose of destablizing communities and disintegrating family and 
individual security. Additionally, in the West, group approaches to creative arts therapy 
are considered particularly effective in treating such emotional distress and promoting 
recovery, once access to "traumatic occurrence" has been gained (Johnson, 1987). 
Although individual psychotherapy has been found problematic in terms of cost-
effectiveness on the scale required, for instance, in a crowded refugee camp in the 
developing world (Boothby, 1996), group movement-based therapy may present a more 
practical vehicle for responding to a crisis of such global proportions. 
Around the world, healing the wounds of war has long involved attributing 
meaning to experiences of suffering, typically through symbolic expression. 
Apprehending—if not fully comprehending—the sources of grief and loss is fundamental 
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to the sufferer's recovery process (Herman, 1992), whether mediated through 
psychotherapy or ceremonial rite. Understandings of suffering and renewal are thus 
culturally-inflected and -formulated. Since refugee populations of war-affected children 
come from all regions of the globe, disproportionately from the developing world (U.S. 
Committee for Refugees, 2002), negotiating differences of culture is inherent in the 
agenda of creating and implementing effective interventions to address these young 
people's plight. Defining the parameters of an intervention to foster resilience among 
children affected by war, therefore, necessarily involves affording major consideration to 
matters cultural. Accordingly, the body of literature reviewed in this study incorporates 
data on mental health interventions among a broad range of cultural contexts, including 
those of the Khmer from Southeast Asia, Bosnians and Croats in the Balkans, "nation-
less" Palestinians, Guatemalan refugee children in Chiapas, and others. Emphasis is 
placed on sub-Saharan Africa, and data emanating from Eritrea, the Sudan, Uganda, 
Rwanda, Zimbabwe, Angola, Namibia, South Africa, Botswana, and Mozambique figure 
prominently. 
The cross-cultural relevance of Western psychiatric models in the treatment of 
children's "war-traumatization" is widely contested, both by scholars from "the South" 
(hereafter meant to refer to Africa, Asia, Latin America, and the Middle East) and by 
certain theorists and mental health practitioners in "the North" (hereafter used to refer to 
Australasia, Europe, and North America), including therapists from both hemispheres 
working with war refugees from developing countries. Using social constructionist 
techniques honed by such postmodernists as Michel Foucault, these authors have 
deconstructed notions that are pivotal to the discourse on assessing and treating children 
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and adolescents for the psychological ills brought on by war (Bracken et al., 1996). 
Among such issues "unpacked" for their concealed or layered socio-cultural meanings 
are those of "resilience" (Rousseau, Said, Gagne, & Gabeau, 1998), "stress" (Rousseau et 
al, 1998), "trauma" (Richman, 1993; Bracken et al., 1996; Summerfield, 2000) and 
"childhood" itself (Summerfield, 2000). 
The utility of the constructionist project is underscored in defining a term of 
pivotal importance to this discussion: trauma. Apfel and Simon (2000), prominent 
researchers in the field, offer a typical elaboration of the word's meaning, noting that, 
. . . ' t rauma' . . . refers to events in life generated by forces and agents 
external to the person and largely external to his or her control, and 
specifically [here] to events generated in the setting of armed conflict and 
war. Thus, [included are] separation and loss, imprisonment and exile, 
threats of annihilation, even death and mutilation . . .(p. 103) 
Such a definition does little to illuminate, however, whether a "trauma" amounts to a 
cause or an effect, or if instead it represents features of both. By contrast, Richman 
(1993) furthers our understanding of what is elsewhere imprecisely referred to as 
traumatic experience through an analysis of confusions in the discourse surrounding the 
terms "trauma" and "stress." Noting that in much of the psychosocial literature, as in the 
work of Apfel and Simon—and, it may be added, in popular usage—these two terms are 
not distinguished, one from the other, Richman problematizes the use of the two terms to 
mean simultaneously the "cause" and "manifestation of psychological distress" (p. 1287). 
While avoiding the word trauma, which is fraught with ambiguity and looseness of 
interpretation, she contrasts "stressor," signifying "events that are experienced," with 
"reaction, response [or] distress," which refer to "the emotional and cognitive results of 
these stressors." The simplicity of her terminology brings clarity to a discourse in which, 
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too often, obfuscation is the rule, and serves as a model for imitation wiuiin the body of 
this text. Following a similar logic, Eth and Pynoos have defined a traumatic stressor as 
"an overwhelming event resulting in helplessness in the face of intolerable danger, 
anxiety, and instinctual arousal" (Ahearn & Athey, 1991), and this thesis adopts their 
more scrupulous definition. 
Social constructionists warn, further, against separating the psychological effects 
of traumatic stressors from the contexts in which they emerge, and claim rightfully that 
trauma must be understood within a cultural framework (Bracken, et al, 1996). Given 
relativist distinctions between understandings of identity and the person in the North and 
those of such "sociocentric" cultures as exist in much of Africa (Okeke, Draguns, Sheku, 
& Allen, 1999) and elsewhere in the South—regions generating large numbers of 
refugees and internally displaced persons—it may behoove the Western mental health 
professional involved in formulating interventions for war-affected children from 
developing countries to pay special attention to the social constructionist critique of the 
cultural meanings of trauma and recovery. If, as theorized, meanings of the emotional 
distress that armed conflict and displacement generate in children are culturally-
determined, then so-called psychosocial interventions meant to address such needs may 
be destined to lack generalizability. 
Under these circumstances, methodological precepts from anthropology and 
ethnography may be useful in illumining shared ground between the assumptions of 
Western psychiatric practice and those of, for example, a "traditional" population 
displaced by war. Specifically, an application of Victor Turner's (1976, 1977a, 1977b) 
theory of ritual structure toward the analysis of those therapeutic interventions in both the 
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developing and the developed world meant to facilitate recovery and reintegration among 
"traumatized" children and adolescents may help mitigate the confusions wrought by 
cultural difference. Turner's emphasis on the transformative potential of ritual is adopted 
here, as it is especially useful in elucidating what is shared by the traditional healer from 
a village in Angola or Zimbabwe, charged with reintegrating a demobilized child soldier, 
and the Western psychotherapist, utilizing models of verbal therapy and "post-traumatic 
stress disorder," or "PTSD," as the structure for intervention with a "traumatized" refugee 
child in resettlement. Dance/movement therapy too is examined from this 
anthropological perspective, and the integration of mind and body that is fundamental to 
the modality's theory and practice is juxtaposed and compared in the pages that follow 




At the waning of the millennium, tens of millions of children worldwide were 
effectively uprooted by armed conflicts—whether linked to the changing contours of 
global strategic alliances in the wake of the Soviet Union's collapse, or to ongoing post-
colonial realignment throughout many regions of the South. Secretary-General of the 
United Nations Kofi Annan reported in 2000 that as many as 13 million children suffered 
displacement within the borders of their own countries alone. The growing prevalence of 
intranational warfare, framed most commonly as a dispute over racial, ethnic, or religious 
difference, generated escalating numbers of the internally displaced, while 
simultaneously increasing the likelihood that a child in a conflicted zone would be a 
target—or perpetrator—of violence. Responses by the international community to these 
so-called civil wars are hampered, if not obstructed entirely, given claims of national 
sovereignty and prohibitions against interference in what are deemed the internal affairs 
of independent states. 
Despite such disturbing trends during the century's last decades as the 
degradation into battlegrounds of residential neighborhoods the world over, the struggle 
to uphold a child's need for and right to a life free from violence has perhaps gained 
momentum in recent years. Foremost among diplomatic accomplishments aimed at 
alleviating the potentially devastating consequences of war to children's well-being is the 
Convention on the Rights of the Child (CRC), entry into force of which took place in 
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September 1990. A milestone in promoting universal recognition of children's rights as 
human rights, the CRC has been ratified by 191 states worldwide, with only Somalia and 
the United States of America not included. Among numerous rights detailed within the 
instrument are those outlined in Articles 38 and 39, which detail government obligations 
in shielding children from exposure to war. The fourth paragraph of Article 38 is 
unambiguous in this regard: 
In accordance with their obligations under international humanitarian law 
to protect the civilian population in armed conflicts, States Parties shall 
take all feasible measures to ensure protection and care of children who 
are affected by an armed conflict. 
Moreover, Article 39 plainly articulates state obligations toward facilitating children's 
psychological rehabilitation in the aftermath of war. In its entirety, this article affirms: 
States Parties shall take all appropriate measures to promote physical and 
psychological recovery and social re-integration of a child victim of: any 
form of neglect, exploitation, or abuse; torture or any other form of cruel, 
inhuman or degrading treatment or punishment; or armed conflicts. Such 
recovery and re-integration shall take place in an environment which 
fosters the health, peer-respect and dignity of the child. 
Inclusion of these two articles within the CRC is testament to the recognition not 
merely of the destructive impact of political violence and war on the lives of children, but 
of the potential for countering such consequences through a confluence of diplomacy and 
psychosocial intervention, and of the responsibility of signatory governments to ensure 
the physical and mental integrity of constituent minors. Article 39 in particular may be 
construed as the fruit of more than five decades of psychological research toward 
assessing the effects of war on children and helping them overcome the challenges of 
exposure to violent conflict and repression. Indeed, the history of such efforts reaches 
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back to the work of Anna Freud, who, in the aftermath of the Nazi Holocaust, treated 
orphans from the Tereszin concentration camp at her Hampstead clinic (Suarez-Orozco & 
Robben, 2000). 
Further elaborating upon the operative principles and standards presented in the 
CRC is the 1996 United Nations report, "Impact of Armed Conflict on Children," a self-
proclaimed "call to action" (Par. 317). Presented by child advocate Graca Machel,1 in 
her role as Expert appointed by the Secretary-General, and at the behest of the 48th 
General Assembly, the so-called Machel study constitutes a groundbreaking advance in 
child protection, responding to what it terms the "unregulated terror" that bespeaks 
children's "deliberate victimization" (Par. 3) Adopting the CRC's definition of a "child" 
as any person under the age of 18—a definition also employed in this thesis—the Machel 
study proffers recommendations in five associated areas, including "the participation of 
children in armed conflict"; as well as "the actions needed to promote the physical and 
psychological recovery and social reintegration of children affected by armed conflict" 
(Par. 9). 
In bolstering advocacy toward select administrative reforms on a global scale, the 
Machel study documents such threats faced by children as the 110 million landmines that 
contaminate the environments of some 68 countries, and the allegedly widespread sexual 
exploitation of girls in what are ostensibly post-conflict situations by international 
peacekeeping troops charged with protecting affected communities. In its discussion of 
the demobilization of child soldiers, moreover, and their reintegration into society, the 
1
 Graca Machel, considered the First Lady of Africa; as widow of Mozambique's head of 
state, she married South Africa's Nelson Mandela in 1998. 
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U.N. study consistently prioritizes prevention—in terms of educational, cultural, and 
recreational opportunities. Sustainable practices for recovery programs are those deemed 
to take into account children's rights and developmental needs, while respecting local 
traditions and encouraging participation by local authorities and their communities. In 
turn, the study questions application in developing countries of Western diagnostic 
approaches and psychological interventions, particularly given the scarcity of resources 
for continuing care for the vast numbers of children affected by war and organized 
violence: 
In-depth clinical interviews intended to awaken die memories and feelings 
associated with a child's worst moments risk leaving the child in more 
severe pain and agitation than before, especially if the interviews are 
conducted without ongoing support for follow-up (Par. 175). 
The study advocates instead that treatment must be designed with its cultural context in 
mind, a task that may under certain circumstances require eschewing psychotherapeutic 
norms in favor of the intercessions of traditional healers. Identifying children as 
traumatized and institutionalizing them, moreover, are explicitly criticized as 
stigmatizing and marginalizing, inadvertently increasing the child's risk of serious 
disturbance rather than ameliorating it. On the other hand, in implicitly approving a 
developmental framework for intervention, the document acknowledges a need for 
systematic opportunities for children affected by war to form attachments to—and 
ultimately to trust—caring, nurturing adults. Occasions for creative expression are 
likewise endorsed as potentially contributing importantly to childhood "resilience." With 
"healing" itself understood in terms of "fostering a sense of purpose, self-esteem and 
identity" (Par. 179), the Machel study emphasizes children's capacities as much as their 
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vulnerability. Young people, it argues, ought to be viewed "as survivors and active 
participants in creating solutions, not just as victims or problems" (Par. 32). 
Resilience and Vulnerability in the Children of War 
Directed towards a global audience and drafted with input from and in 
collaboration with numerous international non-governmental organizations (NGOs), the 
Machel study assumes a commonsense model that is virtually ubiquitous in psychosocial 
interpretations of children's susceptibility to the devastation of war: Analyzing the 
balance of "resilience" and "vulnerability," this formulation involves the identification of 
an individual child's, or group's "protective factors" and "risk factors," along with the 
calculus of these factors' interaction. Concepts borrowed from epidemiology (Ahearn & 
Athey, 1991), risk factors are associated with statistically higher rates of disorder or 
disease, whereas protective factors are linked more often than by chance with the 
strengthening of a child's resistance, or defensive capacity (Arroyo & Eth, 1996). 
Children showing a deficit of protective factors, along with those having a surfeit of risk 
(identified in terms of exposure to a traumatic stressor) are deemed more likely to prove 
vulnerable to emotional or psychic disturbance (Hicks, Lalonde, & Pepler, 1993). By 
contrast, children with sufficient protective factors or having minimal risk factors are 
considered more likely to "cope," that is, to demonstrate resilience and adaptability, even 
when faced with comparable traumatic stress. Friedman and Jaranson (1994) explain 
such variability with regard to individual "trauma thresholds"—with some subjects more 
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vulnerable and others more protected from the development of clinical symptoms when 
exposed to extremes of stress. 
Beyond these innate differences in individual constitution, however, within the 
risk/resilience paradigm—which, in perhaps less linear conceptualization, may be 
referred to as a "transactional" system (Arroyo & Eth, 1996), or an "interactional 
perspective" (Boothby, 1988b, p. 153)—calculating the impact of exposure to stressors is 
very much a statistical enterprise. As such, it may be affected by the number and 
frequency, as well as character of the stressors involved. Accordingly, Rutter, who is 
credited with leadership in advancing research on the developmental aspects of resilience, 
produced a model in which, "a single risk is no more likely to cause developmental harm 
than no risk at all" (Garbarino & Kostelny, 1996, p. 34). In Rutter's system, 
accumulating risk factors appreciably increases the chances of such harm. Garbarino 
(1992) underscores the programmatic implications of such a risk model in his statement 
that for the developmental psychologist aiding children in situations of conflict, the aim is 
"not to make life risk free . . . but to prevent the accumulation of risk beyond the coping 
capacity of the child" (p. 1). 
Developing and implementing effective interventions to assist children of war to 
withstand the onslaught of even extreme stressors in their environments, or to overcome 
disturbance brought on by such experience, thus, involves paying close heed to the 
interface of these children's specific risk and protective factors. It is insufficient to 
define stressors exclusively in terms of the events taking place in their environments, 
however catastrophic (Chimienti, Nasr, & Khalifeh, 1989). Given the countless variables 
implicated in a potentially infinite array of responses to war exposure, researchers on 
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almost every continent have examined the many ways children navigate environments 
that may be characterized by politically-motivated separation, displacement, brutality, 
repression, or scores of possible variants of armed conflict. Limiting variables in such 
research proves exceptionally difficult. In study after study, it is shown that the child 
affected by war or forced displacement undergoes exposure to a multiplicity of 
stressors—often, over and over again, such that repetition itself becomes yet another 
variable requiring interpretation. 
Gibson's (1989) model for understanding the effects of political conflict on 
children incorporates awareness of such involved childhood negotiations with the 
environment, and may be considered emblematic of the "dynamic-interactionist 
approach" to stress analysis that underlies much contemporary research in the area. 
Advancing a four-tier schema, based on extant research from various regions of the 
world, he identifies several factors for inclusion when examining the impact of political 
violence on children: 1) the immediate stressful events of political violence uiemselves; 
2) the "role of intra-personal factors such as temperament, gender and development" and 
how these influence coping functions; 3) "inter-personal and contextual variables such as 
family and social support"; and 4) the broader environmental frame of reference, 
including the experience of "social, political and economic deprivation" (p. 663) that 
frequently accompany conflict. This scheme thus makes explicit the imperative for 
contextualizing the child's encounter with organized violence, and suggests the enormous 
theoretical and practical barriers to effective program development, given the daunting 
range of determinants demanding consideration. 
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In another synthesis of literature on the effects of war on children, Macksoud, 
Dyregrov, and Raundalen (1993) also highlight the methodological difficulty for the 
researcher of disentangling die web of events experienced during war. The authors 
conclude that the improbability of isolating the "single trauma" within such a complex 
social context means that an understanding of children's experience of war entails, in 
fact, examination of the "cumulative effect of trauma exposure" (p. 626). Given a 
perceived "unfavorable ratio" that is thought to be based in the scarcity of affected 
children's protective factors (Ajdukovic & Ajdukovic, 1993), considerable research has 
focused on identifying the mounting of certain stressors within particular zones of 
conflict. Although application of such an approach in a "transcultural situation" has been 
criticized as taking for granted the universality of the Western constructs of "protection" 
and "resilience" (Rousseau et al., 1998), numerous studies have analyzed the stressors of 
war in terms of numbers of children affected. 
In the aftermath of the Rwandan genocide, for example, consultants from the 
European University Centre for Mental Health and Human Rights carried out an 
evaluation of a Rwandan "trauma recovery programme"—a partnership between the 
Ministry of Rehabilitation and Social Reintegration and UNICEF's Children in 
Especially Difficult Circumstances (CEDC) section (Chauvin, Mugaju, & Comlavi, 
1998). Instituted in conformity with Article 39 of the Convention on the Rights of the 
Child, the CEDC program supported "trauma alleviation" and social development 
towards meeting the psychosocial needs of children and their caregivers. Noting that 
more than half of Rwanda's prewar population of about 7.5 million had been "directly 
affected" by the genocide of April-July 1994, the evaluators conducted two separate 
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epidemiological surveys, including a baseline survey of 3,030 children, as a way of 
collecting data on children's exposure to traumatic stressors and the extent of subjects' 
"stress reactions." Apart from the hundreds of thousands of children whose lives were 
lost in the four-month uprising, or who were orphaned, or separated, either at length or 
permanently, from their families—virtually all young Rwandans "were exposed to 
horrific traumatic events, including the witnessing of the torture and killing of family 
members, or being themselves injured or being themselves forced to kill and torture" (p. 
385). What the researchers refer to, probably without exaggeration, as the 
"unprecedented scale" of Rwandan children's exposure to "multiple traumatic events" is 
supported by some staggering findings, listed below in terms of percentages of children 
who responded affirmatively to questions regarding their encounters with various 
extreme stressors: 
Witnessed violence 95.9 
Believed they would die 90.6 
Saw dead bodies or parts of bodies 87.5 
Experienced death in the family 79.6 
Witnessed someone being killed or injured 69.5 
Were threatened with death 61.5 
Witnessed killings or injuries with machete 57.7 
Witnessed rape or sexual assault 31.4 (p. 387) 
In Rwanda, being under the age of majority, thus, afforded negligible protection 
from witnessing a host of unspeakable terrors, nor from falling beneath the force of the 
machete blows. Differences in magnitude aside, the atrocities confronting Rwanda's 
children manifest parallels to organized violence in such disparate sites as Uganda, South 
Africa, and the West Bank, places known during the late 1980s and early 1990s for the 
direct targeting of children. Macksoud (1992) distinguishes these latter conflict zones 
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from war-ravaged Lebanon of the same period, where she associates the differential 
targeting of neighborhoods with considerable unevenness of children's exposure. 
Investigating the distribution of "traumatic events" amid seemingly interminable fighting 
in Beirut and its surroundings, Macksoud elicited parent's responses to her Childhood 
War Traumas Questionnaire—distributed in the spring of 1988 via schools located within 
four demographically different geographical areas of the Lebanese capital. Data 
collected on the experience of a total of 28 distinct traumatic stressors of war by a socio-
economically diverse population of over two thousand children between the ages of 3 and 
16 reveal that on average these young Lebanese would already in their lifetime have had 
to cope with 5 or 6 different stressors of war, some on multiple occasions. Macksoud's 
sample consisted of 1202 males and 1016 females, with an average age of 9.13 years, and 
roughly equal participation by Muslims and Christians, the two major religious groups. 
Just over half had experienced between 5 and 10 "traumatic events." Only 4 percent of 
parents, whose overall response rate of 85.2 percent may have been facilitated by 
teachers' intervention, reported no such experience by their children. Among the most 
frequently reported occurrences were: exposure to shelling (82.9%); exposure to combat 
(62.6%); forced residence change (60.5%); deprivation of basic foods (54.3%); and 
having one's own home shelled (53.5%). 
No less than in Lebanon, the devastating 17 year civil war in Mozambique 
produced a profound and lasting impact on children—generating an estimated 494,000 
excess childhood deaths in the southern Africa nation in the period from 1981 to 1988 
alone, separating some 200,000 children from their families, and displacing 3 million 
people from their homes (Cliff & Noormahamed, 1993). The externally financed forces 
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of the Resistencia Nacional Mocambicana,or RENAMO, destabilized the Socialist Frente 
Libertacao Mocambicana, or Frelimo, government (Scott-Danter, 1998). Findings from a 
representative survey, based in open-ended interviews conducted in 1989 by 
Mozambican social workers with 504 directly affected children from 7 of Mozambique's 
10 provinces, underscore the range of stressors experienced by children in the context of 
this internecine, "low-intensity" warfare (Boothby, 1992). Among the 277 boys and 227 
girls, aged 6 to 15, interviewed for the study, nearly two-tfiirds (63%) had been abducted 
from their families, die vast majority forced into service as porters or "human cargo 
carriers" in support of either of the two rival armed forces. The survey results include the 
following additional statistics, illustrative of Mozambique's calamity: 
77% had witnessed murder, often in large numbers 
88% had witnessed physical abuse and/or torture 
51% had been physically abused or tortured themselves 
63% had witnessed rape and/or sexual abuse 
28% of the abducted children (all boys) were trained for combat 
(Boothby, 1992, p. 107) 
Research identifying the multiple and simultaneous stressors experienced by 
children in the war zones of Rwanda, Lebanon, and Mozambique illumines the 
cumulative psychological risk faced by young people, wherever armed aggression targets 
civilian populations. Efforts to assess the psychological effects of exposure to such 
stressors focus generally on behavioral problems manifest in association with this 
exposure. Garbarino and Kostelny (1996), for example, conducted interviews with 150 
West Bank Palestinian mothers and their children during the Intifada with the aim of 
examining a nexus of issues including both exposure to political violence and difficulties 
within the family—the latter operationalized as "family negativity." Significant 
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correlations were discovered between the number of "risks" present for the child and the 
number of demonstrated behavioral problems, with family negativity exerting a greater 
impact than exposure to political violence. 
Beyond exploring behavioral and clinically symptomatic responses to the stimuli 
of war exposure, psychologists have examined children's conscious stratagems for 
overcoming adversity within a context that usually entails, along with organized violence, 
some combination of such determinants as poverty, repression, disease, and dislocation. 
Where exposure can be limited, children's conscious and unconscious avoidance 
strategies, developed as a safeguard against "intrusive thoughts and images" associated 
with the horrific events they witness in war, are more likely to prove successful 
(Kuterovac, Dyregrov, & Stuvland, 1994, p. 373). Avoidance, denial, and dissociative 
behaviors that Grunbaum (1997), from a psychodynamic perspective, refers to as 
"internal strategies of survival, aimed at mental and emotional withdrawal from internal 
and external traumatic reality" (p. 440), potentially counteract the child's "permanent 
inner state of anticipatory anxiety, helplessness and regression" brought on by repeated 
exposure to traumatic stressors. Punamaki and Suleiman, studying a sample of 
Palestinian children, discovered associations between exposure to "political hardships" 
and children's enhanced ideological commitment (Punamaki, 1996). Rather than 
affording protection from the accumulating risks, however, such "active and heroic 
coping responses," in the context of overwhelming increase in the hardships, were further 
associated with manifestation of a high level of clinical symptoms. Apparently, the 
"trauma threshold" may be affected by ideological commitment, as well as religious faith, 
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ethnocultural milieu, prior exposure, and future expectations (Friedman & Jaranson, 
1994). 
Dissecting the diverse factors operative in children's interactions with 
environments characterized by armed conflict or political upheaval, this thesis adopts an 
expedient structure that is widely utilized in psychosocial research and theory, such that 
the following areas of investigation will be considered separately: (a) risk factors, that is, 
experiences that may influence either vulnerability or the severity of distress as an 
outcome of exposure; (b) clinical symptoms associated with this distress; and (c) 
protective factors, that is, the mechanisms of resilience or coping style that may shield 
certain children from the experience of severe distress and its concomitant 
symptomatology. 
Risk Factors That Influence the Severity of Distress among Children of War 
Neither lasting emotional disturbance nor psychological impairment is the 
inevitable consequence of any particular conflict for all children exposed to war's various 
forms of devastation, and it is impossible to predict that proportion of children to suffer 
serious disturbance as a result of any of them (Richman, 1993). Nonetheless, 
categorizing dynamics that contribute to significant distress is not only possible but 
necessary to the dual project of understanding children's capacity for recovery from the 
wounds of war and facilitating developments toward that end. Ahearn and Athey (1991) 
offer a concise point of departure for this enterprise, in asserting that, "The 
manifestations and severity of the reaction appear related to the degree of violence, 
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presence or absence of personal injury, age of the child, and access to family support" (p. 
6-7). This statement includes the critical components of the child's developmental stage 
and familial relationships, and in its inclusion of "degree of violence" infers a differential 
that has been hypothesized between "acute" and "chronic" exposures (Boothby, 1992). 
Discrepancies over such classifications that exist in the literature reflect variations in the 
sorts of stressors to which children are exposed in different conflict settings, as well as 
particularities of construct definition; moreover, findings that the types—rather than 
number—of these stress experiences are predictive of variations in outcome (Kuterovac 
et al., 1994) underscore the importance of examining such taxonomies carefully. 
Richman (1993), drawing on her own research and that of others, points to evidence that 
children with an increased prognosis for disturbance are those who have "witnessed 
violence, especially against family members, suffered violence themselves, experienced 
loss and bereavement, or have lacked the support of their family or community," (p. 
1288). To this list, Ajdukovic and Ajdukovic (1993) add the displaced child's loss of 
home and educational opportunities, along with certain corollaries of impoverishment 
and political repression: malnutrition, a degraded physical environment, and 
incarceration. Conditions thus limiting children's cognitive and emotional development 
frequently coincide, as in a destabilized Mozambique—where attacks on civilian targets, 
including health services, led to the closing of 48% of the nation's primary health care 
system (Cliff & Noormahamed, 1993)—with the destruction of support for children's 
physical integrity. While this review will be focused on the implications of psychological 
investigations in the field, it must be emphasized that such fixtures of political repression 
as racism, discrimination, assaults on food security, and the denial of universal health 
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care are all extremely detrimental to surviving children's well-being, and present 
enormous challenges to young people's resilience that may also need to be addressed 
when initiating a psychosocial intervention. 
Covered in the following pages are experiences in a handful of areas that recent 
research has shown of special influence on the children of war and the distress they may 
undergo. These five sorts of childhood encounters with the stressors of war are: (a) 
displacement and migration; (b) separation from parents and families; (c) proximity to, 
and participation in, armed conflict; (d) direct and indirect experiences of violence; and 
(e) developmental complications. Just as it is necessary to remark (as in the previous 
paragraph) on certain exclusions from the discussion, it is likewise important to reiterate 
that the exercise of examining these factors severally is precisely that, an exercise, and 
that in situ these elements typically appear in combination with one another. In the 
course of a dangerous escape from a combat zone, for example, such as was experienced 
by more than half of the families in a Swedish study of Bosnian refugees (Angel et al., 
2001), children are often separated from their caregivers, and may end up traveling as 
unaccompanied minors. In addition, the accretion of stressors may effectively amount to 
something of a new experience in itself. Punamaki (1996) reports in her study of Israeli 
children a "surprise effect" of accumulating stressors: Among these subjects, 
psychosocial difficulties present most consistently when the number of identified war 
experiences climbs from "very few" to "few." This would suggest, as the author 
observes, that the most noteworthy change in function occurs at the point in the child's 
negotiation with conflict when it registers cognitively that relative security is being 
supplanted by a sense of lost invulnerability. It would be problematic for this discussion, 
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in striving to maintain a frame of dispassionate inquiry, to mask the encounter with 
changed circumstances uncovered in Punamaki's work that arises in such a moment's 
frightening reappraisal. With every incident of terror erupting in their landscapes, 
children must assume the task, alone or with others, of cognitively or corporeally 
renegotiating a worldview, a sense of self, and a future. 
Risks Associated with Displacement Migration, and Refugee Status 
The Machel study states emphatically that every armed conflict generates 
population movements (Par. 63). Given such an ineluctable connection between war and 
migration, assessments of the mental health status of children affected by war and 
organized violence can rarely be conducted without considering the effects and meaning 
of displacement. Like the experience of conflict, that of displacement may eliminate 
one's sense of personal safety, exerting an emotional impact that appreciably increases 
vulnerability to disturbance (Peddle, Moneiro, Guluma, & Macaulay, 1999). Ahearn and 
Athey (1991) reflect a prevailing view when they highlight the coincidence of loss, 
bereavement, and diminished family and community support in the lives of refugee 
children. Coping with environmental inconsistency and disruption of familiar routines 
may have as much to do with dislocation and the loss of home as with the physical and 
emotional threats imposed by exposure to violence. The fragmentation of extended 
family systems and kinship groups that is concurrent with migration invariably entails 
tremendous upheaval (Hicks et al., 1993), and forced departure from one's homeland 
often must be mourned as a sort of death (Gonsalves, Torres, Fischman, Ross, & Vargas, 
1993). Indeed, such uprooting may generate a "profound sense of loss and nostalgia, 
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together with a sense of depersonalization and helplessness with successive waves of 
depression and disorientation" (Gonsalves et al, 1993, p. 360). 
Differences in psychosocial prognosis among groups of displaced children are 
largely circumstantial, and are informed by the characteristics of that displacement. 
Children inhabiting refugee camps struggle with environmental stressors that may be 
quite unlike those confronted by internally displaced children—uprooted from their 
homes yet remaining in their country of origin—or those residing in countries of 
resettlement. Persons living in any of these situations may face adversities related to 
either the past or to ongoing occurrences, or perhaps more often, to a combination of 
both.2 Research studies into the psychosocial impact of combined war and displacement 
of children generally address but one of these three distinct cohorts, and interpretation of 
findings must be considered with such broader distinctions in mind. An atypical research 
design that certainly merits replication involves comparison of samples of Cambodian 
refugees in two distinct settings—at a camp on the Thai border, and in resettlement in a 
U.S. city (Savin, Sack, Clarke, Meas, & Richart, 1996). Finding psychiatric 
symptomatology more prevalent in the former sample, the authors point to these results' 
implications regarding "the detrimental effects of long-term residence in a refugee camp" 
(p. 391). 
2
 Even in investigations related to children of ethnic groups without a nation state— 
Kurds and Palestinians—such distinctions are far from moot, for the permanent absence 
of a homeland in the context of war may be reflected in such statistics as the 63% of 
deaths among Kurds in Iraq reported in the 17% of the population below the age of 5 
(Toole & Waldman, 1993). 
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Refugee children in resettlement. 
The challenges that young refugees face in countries of resettlement are suggested 
in the finding extrapolated from several studies that among Middle Eastern and Latin 
American refugee children resettled in Scandinavia—one of few regions in the North 
thought to create conditions of welcome for refugee populations—between 35 and 50 
percent present with poor mental health (Angel et al., 2001). Resettling refugees contend 
with both pre-flight experiences and the problems of adjusting to a host culture. Children 
in particular must deal with issues of development, identity and difference, as well as 
acculuration (Richman, 1993). Most refugees are involuntary migrants, in contrast with 
immigrants, whose migration is by definition voluntary, and this element of choice, or its 
absence, may have important mental health implications (Berry, 1991). Marginalization 
is a constant tiireat for refugees as individuals and communities, particularly given the 
sometimes concurrent loss of "cultural and psychological contact" with both a traditional 
culture and a host society. Berry (1991) calls such a state of affairs, "a classic situation 
of marginality," and if imposed by the host culture, "tantamount to ethnocide" (p. 25). 
Many refugee children in countries of resettlement take on adult responsibility and 
become "prematurely parentified," a status which heightens intergenerational tensions 
and may be explained by differences in the pace of acculturation between the child and 
the parent (Hicks et al., 1993, p. 74). Anxieties over the threat of deportation exacerbate 
the situation (Kinzie & Jaranson, 2001). 
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Refugees in camp settings. 
Miller (1998) notes that not only the stressors faced, but the quality and type of 
resources available to aid refugee families in adapting to exile differ dramatically 
between settings. Surveying psychosocial issues within the refugee camp context, he 
describes some camps as "informal communities" resembling rural villages, while others 
are likened to prisons, with guard dogs and fences. Despite the concern with security 
implicit in such fortifications, even in the latter, safety—like adequate nutrition, proper 
health care, and educational opportunity—is a scarce commodity. In fact, often in recent 
history, as for Sierra Leoneans, the Kurds of northern Iraq, indigenous Guatemalans in 
the southernmost Mexican state of Chiapas, and Cambodians along the Thai border, 
refugees have suffered the violent consequences of living in camps established in close 
proximity to the fighting they fled. 
Moreover, while most of the world's 35 million current refugees—at least half of 
them children—reside in developing countries (U.S. Committee for Refugees, 2002), 
seldom do psychological studies examine concerns relevant to refugee children living in 
the developing world (Paardekooper, Jong, & Hermanns, 1999). One of the few such 
studies in the last decade analyzed the responses of 110 Mozambican women in a refugee 
camp in Zambia to questions about their latency aged children; findings showed that 15 
percent of the minors had suffered torture or physical abuse; 7 percent had been forced to 
join in military activity; 6 percent had been interrogated or detained; and 4 percent had 
suffered injury (Cliff & Noormahamed, 1993). These findings lend credence to the 
observation elsewhere that the low incidence of acute psychosis among refugee 
adolescents and children generally may be attributed to the fact that "psychosis in the 
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midst of war, civil conflict, and refugee flight is so lethal" (Westermeyer & 
Wahmanholm, 1996, p. 90). 
In another study, Paardekooper and colleagues (1999) interviewed 193 Sudanese 
refugees, aged 7 to 12, living in a Transit Camp in northern Uganda, along with a second 
group of 123 Sudanese migrant children, and compared these with a group of 80 
Ugandan children having a similar cultural background and comparable 
sociodemographic characteristics, but lacking the Sudanese's experiences with war and 
flight. Utilizing a number of psychodiagnostic questionnaires—some of which 
previously had been employed in refugee camp settings, but none validated for use with 
Ugandan or Sudanese children, for whom no such instruments were deemed to exist—the 
authors considered potential relationships between daily life stressors, experiences of 
"traumatic events," and psychological well-being. Documented among the Sudanese 
subjects are such levels of exposure to war as: 28 percent of the children themselves 
tortured; 63 percent witness to the death of a family member; and 19.2 percent witness to 
the murder of a family member. The refugee children reported significantly more 
"PTSD-like complaints," behavior problems, and depressive symptoms. These children 
also scored higher than the control group on emotion inhibiting strategies like "keeping 
quiet" and "blaming oneself," and on "emotion-focused strategies" (p. 531), such as 
spending time with others as a way of coping. 
Internally displaced children. 
The mental health of internally displaced persons, half of whom presumably also 
are children, may be compromised by the effects of ongoing conflict or its aftermath 
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(Richman, 1993), and of the threat represented by what is commonly, particularly in 
situations of civil war, a repressive state apparatus. Whereas refugees are afforded at 
least virtual protection through the sanctions of international law, no human rights 
instrument is available to uphold state obligation to respect the dignity and well-being of 
the internally displaced person, whetiier adult or child. Internally displaced people are, in 
fact, frequently "at high risk of exposure to ongoing violence and persecution" (Miller, 
1998, p. 366), and absence of a recognized inter-governmental entity for the internally 
displaced that is comparable to the United Nations High Commissioner for Refugees 
(UNHCR) compounds the problems faced in being captive to a state's interpretation of 
responsibility to its people. 
At least three studies examine the psychological well-being of internally displaced 
Croatian children during the early 1990s, pursuant to the violent dissolution of the former 
Yugoslavia. As a way of advancing knowledge about differences in children's responses 
to traditional warfare—operationalized as air raids, bombing, and shelling—and to 
situations in which the battlefield reaches local streets, Kuterovac and colleagues (1994) 
compare a group of non-displaced Zagreb children with a group of displaced children, 
mostly from Vukovar. Results show that a majority of the children, all between the ages 
of 10 and 15, had experienced exposure to armed combat, and displaced children had 
significantly greater exposure to loss of family members, and destruction of school or 
home. Among the displaced, girls especially, were shown to be bothered by memories of 
conflict. In another controlled study, Zivcic (1993) looks at the emotional responses of 
Croatian children exposed to various levels of "war stress," hypothesizing that displaced 
children would manifest more depressive symptoms and higher degrees of negativity than 
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children affected by the war but not displaced. A control group of children from the 
same city and assessed prior to the outbreak of the fighting is offered for comparison. 
The average duration in a war zone prior to displacement was 2.9 months. This, when 
juxtaposed with a median period of displacement of one-half year, would underscore the 
recentness of the displaced cohort's exposure to extreme stressors; nonetheless, results 
show no difference in depressive symptoms between the two groups assessed during 
wartime, both of which present with significantly more depressive symptoms than the 
control. Finally, a third study highlights the variations in experience among two groups 
of internally displaced families, all living in Zagreb and displaced between 2 and 6 
months: one group of 65 families residing in a shelter for the displaced, and a 
comparison group of 118 displaced families accommodated by local host families 
(Ajdukovic & Ajdukovic, 1993). Detailed structured interviews with mothers, eliciting 
both qualitative and quantitative insights, produced certain significant signs of children's 
mental health: Only 24.4 percent of those in the shelter, as opposed to 42.9 percent living 
with host families, manifested no "stress-related symptoms" (p. 850); and in the course of 
displacement, these symptoms among the former group decreased for 25 percent, and in 
the latter among only 10.4 percent. These findings from Ajdukovic and Ajdukovic 
highlight the difficulties faced by children sheltered in institutional settings in the 
aftermath of direct exposure to armed conflict, and support potential application of a 
spectrum of "home-based" interventions that may help prevent mental health problems in 
displaced children. 
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Risks Associated with Separation and Loss of Family Support 
Destabilizing communities and dividing families are core aims and experiences of 
contemporary warfare. Children are frequently separated from their parents and other 
relatives as a consequence, for example, of assault on their community, their own injury, 
or the death or disability of their loved ones and potential guardians. Indeed, such 
separation most often takes place in families suffering bereavement or spousal separation, 
or in situations of ongoing physical threat, poverty, or displacement (Ressler et al., 1988). 
It is suggested thus that each significant refugee flight has generated hundreds, if not 
thousands, of unaccompanied minors (Aheam & Athey, 1991). The Convention on the 
Rights of the Child recognizes the phenomenon of the unaccompanied child, and affirms 
that children seeking legal status as refugees deserve appropriate humanitarian assistance, 
regardless of status as to adult accompaniment (Sourander, 1998). 
Debate over the child's susceptibility in the absence of parents, and of the critical 
role they play for children under stress, (Hjern et al., 1991) dates back at least to World 
War II, and Anna Freud and Dorothy Burlingham's (1943) classic text, War and 
Children. These early investigators observed that children evacuated in order to shelter 
them from the London blitz suffered more from the purposeful separation from their 
parents than from exposure to the war itself (Arroyo & Eth, 1996). According to Boyden 
(1994), because policy-makers yet today view childhood—romantically—as a period of 
emotional and physical dependence, evacuations continue to be conducted despite 
research indicating that family separation and social disruption are often more 
problematic than even the direct experience of violence. Indeed, exposure to destruction 
and deprivation in the company of parents is widely understood as preferable for children 
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to planned separations for the purpose of protection (Macksoud et al., 1993), which are 
generally judged to be "historical mistakes" (Boothby, 1988a, p. 151). Exceptions to this 
conclusion, according to Boothby, involve evacuations designed precisely to save 
children's lives—as with the temporary removal of some 5,000 children from Biafra 
during the 1967-1970 Nigerian civil war, largely due to food scarcity and the high risk of 
starvation. Notwithstanding this successful exception, the tenet that it is within the 
child's best interest to remain in the family of origin, despite even conditions of war, 
informs such important intervention strategies as the family-tracing initiatives that have 
returned thousands of children to their parents in Mozambique, following abductions or 
separation when escaping direct attacks (Charnley, 2000). 
War orphans and other children separated from family contact, beyond 
experiencing the pain of loss, are also deprived of "important intrafamilial coping 
resources" as they deal with the extraordinary challenges of survival among the stressors 
of battle and flight (Miller, 1996, p. 90). Lacking the presence of an adult figure to aid in 
cushioning these blows, unaccompanied refugee minors are often assumed to be at high 
risk for the development of mental health problems (Rousseau, 1995; Rousseau et al., 
1998). Young children especially are considered prone to severe reactions to events 
interfering with primary attachments (Gibson, 1989). Boothby (1988a) points to findings 
from studies of children's responses to natural disasters, including the acute need in times 
of such distress for intense physical contact with parents, and the increased mortality of 
unaccompanied children in emergency situations. Moreover, the Machel study's strong 
advocacy for keeping families together wherever possible is predicated on documentation 
by Ressler and colleagues of the "heightened psychological vulnerability" present in the 
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hundreds of thousands of unaccompanied refugee minors worldwide (Miller, 1998, p. 
370). Typically this level of risk among unaccompanied refugee minors is associated 
with such mental health concerns as "an increased incidence of depression, behavioral 
problems and somatization" (Rousseau, 1995, p. 313). Provisionally confirming the 
"highly vulnerable situation" faced by such a group of young people, a 1998 study 
examines the relationship between exposure to "traumatic events" and behavior 
symptoms among 46 unaccompanied refugee minors—80 percent of them from 
Somalia—awaiting placement in a Finnish asylum center. In the subjects of this study, 
albeit uncontrolled, high levels of behavioral and emotional problems are accompanied 
by somatic complaints, particularly headaches, insomnia, and abdominal pain (Sourander, 
1998). 
Despite such findings, some authors question the common belief that parents are 
best able to provide children protection and support under extreme circumstances (Zivcic, 
1993). The U.N. Secretary-General's report, "Children and Armed Conflict," (2000) 
avers that sometimes adults are too affected by their own exposure to war's stressors to 
be able to provide children the physical and emotional support they need (Par. 30). 
Parental grief, anxieties, and difficulties in being available to the extent required for the 
child's optimal developmental support (Ahearn & Athey, 1991) may lead them to 
underestimate the stresses their children face, as well as the youngsters' behavioral 
problems (Zivcic, 1993). Numerous researchers in the field have observed the 
methodological implications, along with the relationship impairments, inherent in 
caretakers' diminished capacity to assess their children's functioning capacity. Many 
studies examining children of war rely on mothers' evaluation as an expedient guide to 
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the status of subject function (Ajdukovic & Ajdukovic, 1993). Beyond problems of 
memory, investigators questioning such a method note parents' desire "to minimize" their 
children's war exposure (Macksoud, 1992, p. 13), perhaps because of their own conflicts 
relating to the failure to shield the children from such exposure and its effects in the first 
place (Zivcic, 1993). 
Also under dispute is the "widespread consensus" that young children's 
separation from both parents establishes an increased risk for psychopathology in adult 
life (Wolff, Tesfai, Egasso, & Aradom, 1995, p. 633). Pointing to epidemiological 
studies that counter such claims, Wolff and colleagues present longitudinal data in two 
studies that evaluate Eritrean orphans' placement in residential settings during the 
fighting in the 1990s, and that ultimately uphold the effectiveness of group care situations 
for orphans in war-torn regions where neither adoption nor foster care is feasible (Wolff 
& Fesseha, 1999). Given relief agency estimates, noted by the authors, of over one half 
million war orphans in Eritrea, Ethiopia, Sudan, and Mozambique alone—the success of 
these sustainable programmatic interventions at reducing or eliminating war orphans' 
behavioral problems is highly relevant. Indeed, Wolff and Fesseha's empirical findings 
support their conclusion that, 
. . . residential settings governed by principles of collective responsibility, 
which encourage close personal ties with stable adults, can mitigate and 
partially offset the more serious psychological consequences of having 
lost both parents and chronic exposure to the violence of war. (p. 1236) 
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Risks Associated with Proximity to Conflict 
The situation of Eritrean war orphans, marginally sheltered from attack in the 
Solomuna Orphanage—hidden there in a deep and inaccessible canyon in northern 
Eritrea, yet with the skies above, the little contested province of the enemy Ethiopian Air 
Force (Wolff et al., 1995)—epitomizes the paradox embedded in the commonsense 
equation of distance and protection, of proximity and risk. Jensen and Shaw (1993) 
discuss this indefinite relationship between geographic proximity to conflict and the 
effects of war exposure, in a well-reasoned review of the literature on the impact of war 
on children, in which the authors elaborate as well on a number of other pivotal areas of 
research. Noting the contradictory results in studies examining proximity to the violence 
of armed conflict, the authors point to a number of accounts in which this factor has no 
apparent association with psychological disturbance in children. Findings from a pair of 
reports from Israel, in fact, suggest certain benefits in function related, in the words of 
Jensen and Shaw, to a "low-to-moderate" degree of exposure to the events of war (p. 
699). In a 1982 study of sleep behavior and dreams among Israeli youth, for example, 
those in a border town targeted by terrorists had less bad dreams and slept longer than 
non-exposed children elsewhere in die country. According to the investigators involved, 
the "repressive style" that developed consequent to exposure allowed for better 
adjustment and school performance than were found in a non-exposed cohort that 
remained sensitive to the potentiality of threat. Other surveyed research, however, 
illuminates failures in this acclimation process, as evidenced in the persistent nightmares, 
somatic problems, and insomnia among three-quarters of child survivors of a 16-hour 
hostage situation that ended in the killing of 22 children and die wounding of anomer 60. 
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Analyzing a wealth of data, including one study that examined this incident and its 
aftermath, Jensen and Shaw differentiate between massive exposure to war stressors, 
which potentially overwhelms childhood defenses, and lower degrees of exposure, which 
"may result in self-protective, adaptive, cognitive styles that allow effective functioning" 
(p. 699). 
Evidence of children's capacity to adapt in ways that counter the risks involved in 
geographic proximity to political violence and war has important implications for 
understanding some of the inconsistencies in reports on the mental health of children who 
participate directly in armed conflict. The Child Soldiers Research Project (CSRP)— 
amassing background information and contributing analysis toward the Machel study's 
exploration of the phenomenon of child soldiers—inspect such matters, using a 
dispassionate case study methodology for collecting data from 24 countries where 
children in the mid-1990s, or just prior, were actively involved in conflict (McCallin, 
1998). According to Human Rights Watch (1998), given the proliferation of lightweight 
automatic weapons simple enough for an 11-year-old to operate readily—and available, 
according to the Machel study, for the price of a chicken in Uganda or a goat in northern 
Kenya (Par. 27)—the phenomenon of child soldiers had spread by the mid-1990s to 
conflicts in virtually every region of the globe. As of the 1996 publication of the Machel 
study, children were reported to have served in 36 current or recent conflicts, 28 of which 
involved children under 15. It is estimated, for example, that more than one half million 
boys between the ages of 12 and 18 fought in the Iran-Iraq War, with tens of thousands 
losing their lives in the process (Bamett, 1999). In war-torn Mozambique a survey of 
500 children revealed that 77 percent had been witness to civilian murder, including mass 
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killings, and 28 percent "had been abducted by their families, trained as combatants, and 
forced to kill other human beings" (Boothby, 1996, p. 150). The CSRP further 
documented children under 10 fighting in government militias or armed opposition 
groups, and often forming the front lines—in Colombia, Lebanon, Liberia, Mozambique, 
Peru, and Uganda, 
Finding overall 'Hhe consequences for children of their participation in armed 
conflict. . . considerable,... overwhelmingly negative," and viewed by the children 
themselves "in only a very few instances as a positive experience" (McCallin, 1998, p. 
67), the CSRP, nonetheless, reported on numerous reasons why children would take up 
arms in various conflicted regions. Many children, it seems, are directly coerced, under 
threat of terror, to join armed forces—as with the unlawful conscription of Southern 
Sudanese children forcibly separated from their homes through government intervention 
(Human Rights Watch, 1995). Others enlist for religious or ideological reasons; to 
ensure their economic survival in the context of dire poverty and disadvantage; or to find 
a replacement family, since separation may be both cause and consequence for a great 
proportion of children entering armed conflict. CSRP's documentation thus informs such 
Machel study statements as its explanation for youths' enlisting with armed Kurd 
factions, "as a reaction to scorched earth policies and extensive human rights violations," 
and Salvadoran children joining rebel groups for personal protection after their parents' 
execution at the hands of government soldiers (Par. 41). 
Labeling the period since World War II, "the era of the child soldier," CSRP lead 
investigators Brett and McCallin (1996) expound on radical changes in the character of 
conflict in this period that have geometrically expanded the number of children engaged 
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in warfare, while supporting transformation of children's roles therein—and generally in 
the direction of greater action in combat. Estimating at the time of their study a 
worldwide total of 300,000 children participating in armed conflict, the CSRP authors 
acknowledge the somewhat speculative character of such an estimate. The scarcity of 
official birth documents in many developing countries itself effectively challenges the 
authenticity of reporting related to age: Fully 16 percent of boys and 28 percent of girls 
included in the CSRP survey who had been counted among RENAMO's forces in 
Mozambique did not, in fact, know how old they were. Moreover, while the term child is 
used by these advocates to mean anyone under the age of 18, Article 38 of the 
Convention on the Rights of the Child sets at 15 the minimum age for recruitment into 
armed service, as well as for participation in hostilities. (This standard is presently 
undergoing amendment. An Optional Protocol to the CRC—adopted by the U.N. 
General Assembly in June 2000—raises to 18 the minimum age for compulsory 
recruitment and participation, but remains a target of active opposition by the government 
of the United States.) The term soldier, here differentiated from combatant, is used in its 
broadest sense, inclusive of membership in "any kind of regular or irregular armed force 
or armed group in any capacity" (Brett & McCallin, 1996, p. 15). Child soldiers thus 
commonly serve as cooks and porters, and in roles where their smaller size may be 
viewed as beneficial—for example, "for espionage, communications, and demining" (p. 
20). The administration of drugs for the purpose of enhancing children's "performance" 
is apparently routine in some armed groups. Reports of children being used for sexual 
services are likewise not uncommon. 
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Brett and McCallin (1996) specifically exclude from their definition of the child 
soldier, however, those children participating in unstructured, unarmed, and politically-
motivated violence in recent years in the Intifada, Northern Ireland, and South Africa— 
precisely because of the spontaneous and minimally orchestrated character of that 
activity. Elsewhere, such action on the part of children is associated with such 
psychosocial benefits as enhanced self-confidence. Palestinian children joining in Intifada 
activities, for example, have been reported to display an increase in self-esteem that is 
contrasted to the fear and anxiety evidenced in passive bystanders to the violence 
(Kuterovac et al., 1994). 
There is a danger, of course, in conflating the genuine strength and moral courage 
involved in children's demonstrated commitment to upholding the values of their 
community through political activism with a capacity, however fearless, to abandon all 
enculturated notions of the sanctity of life and to inflict suffering toward some indistinct 
political end. Likely fitting into that latter category, children drawn into the Khmer 
Rouge were apparently unrestrained in their willingness to engage in atrocities: 
"Testimonies from mat time indicate that child soldiers were the most loyal to their 
leaders and the most violent and incited far more fear among civilians" than did their 
adult comrades in arms (Boyden, 1994, p. 260). Given the horrific and impenetrable 
landscape of Cambodia's "killing fields," it is little surprise that there is an utter absence 
of research on the mental health of such child perpetrators in the Khmer Rouge war 
machine, whose behavior insinuates a terrible form of mindless obedience akin to the 
results of "brainwashing." 
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For Sigmund Freud, "war neurosis" involved a similar sort of psychological 
breakdown informed by an individual's "unconscious resistance . . . to the immoral and 
bewildering demands of war" (Punamaki, 1996, p. 68). When discussing psychological 
mechanisms involved in the moral conflicts intrinsic to lethal combat, however, Freud 
was certainly not focusing his attention on children. Indeed, very few investigations of 
that kind exist in the literature and there is a serious need for research that scrutinizes 
children's battlefield aggression. In Mozambique, the team of Macksoud, Dyregrov, and 
Raundalen (1993) found that demobilized child soldiers "were suffering from PTSD 
following the violent acts they were forced to commit" (p. 626). Moreover, Boothby 
(1992) and his colleagues, working with a cohort of 42 such former boy soldiers, ages 6 
to 16, at the Lhanguene Center, sought to understand the processes involved in the 
children's perpetration of violent acts. The researchers—looking at these boys' post-
RENAMO capacity to "act upon the traditional concepts of right and wrong" (p. 176), as 
understood locally—discovered that this failure in the boys to make such moral 
judgments was more strongly associated with length of time passed in the base camp than 
with direct involvement in violent acts. More than direct participation in violence itself, 
the duration of the boys' indoctrination in the training camp was apparently critical in 
determining post-demobilization functioning. 
In the absence of other such research into the psychological sequelae of children's 
involvement in fomenting stressors of war, the Machel study has been praised for filling 
the void, making "an enormous contribution" to the global understanding of the situation 
of child soldiers, and focusing on an area insufficiently covered: the short- and long-term 
psychosocial effects of children's participation in conflict (Mendelsohn & Straker, 1998, 
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p. 402). Elaborating on the somatic, emotional, and cognitive problems experienced by 
former child soldiers, Mendelsohn and Straker point to "a range of traumatic stress 
symptoms including flashbacks and nightmares, concentration difficulties, aggressive 
behavior and feelings of guilt, as well as other symptoms of anxiety and depression" (p. 
405). These reactions, the authors liken to those experienced by adult combat veterans, 
and to a lesser extent, by non-combatant children of war. 
The Machel study, along with those CSRP publications that inform it, pay more 
attention to the psychosocial issues involved in the successful demobilization of child 
soldiers and their reintegration into rebuilt communities than they do the levels of 
symptomatology operative in these former combatants. Brett and McCallin (1996) 
indicate that family reunification may be the most important factor in a child soldier's 
return to civil society, a statement that highlights the importance of family tracing 
programs designed to assist families to reunite with their separated children. To this end, 
UNICEF, Radda Barnen, and the International Committee of the Red Cross (ICRC) 
jointly implemented such a program for Sudanese unaccompanied minors, a fair 
proportion of whom apparently had been directly involved in their country's interminable 
civil war. For some children long deprived of family bonds, according to Brett and 
McCallin, military regulation itself may come to substitute for parental nurturance, and 
demobilization may unleash repressed feelings of abandonment: "During demobilisation 
problems may emerge for children unaccustomed to making decisions for themselves and 
dependent on the authoritarian structures of warfare" (p. 139). While some children may 
thus struggle with excessive dependency, others apparently undergo dejection in the post-
demobilization period, given serious difficulty relinquishing "their identity as a soldier, 
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particularly when they perceive themselves as having played a role in addressing the ills 
their society had experienced" (p. 127). Family reunification may help counter this 
disabling tendency, lessening for the community as well as the child the impact of such 
confusion, and potentially ameliorating the "aggressive techniques" wielded by former 
soldiers desperate to satisfy unmet developmental needs. 
Risk Associated with Direct and Indirect Encounters with Violence 
Without doubt, violence is the defining activity of armed conflict, yet its variants 
are multiple, and each of these may interact in distinct ways with other environmental 
determinants in contexts of war to affect children's emotional and psychosocial 
functioning. Caims and Dawes (1996) comment on studies published in a special section 
of the journal, Child Development, devoted to ethnic and political violence, reminding 
readers that violence cannot be considered a neutral concept. These authors elucidate 
methodological problems inherent in the reliance on standardized scales, and add that it 
may be possible to "count exposure to violence items, but this does not help us to gauge 
their differential impact" (p. 136). 
Classifying various forms of violence is intrinsic to most researchers' methods for 
assessing the impact of organized violence on children and their communities. In 
analyzing the divergent public health effects of political violence in the Third World, for 
example, Zwi and Ugalde (1991) usefully differentiate four broad categories of violence: 
combative, repressive, reactive, and structural. The first of these, combative violence, is 
the type popularly identified with armed conflict, and refers to the application of force in 
securing or maintaining political power. Pointing to its common link with outside 
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intervention, Richman (1993) underscores the bi-national or international aspect of this 
form of violence. Repressive and reactive violence, by contrast—the former usually 
representing the targeting of social groups, and the latter, retaliation against such 
repression—may be readily discerned in the civil, or intranational, conflicts that have 
come to characterize global politics of recent decades. The last of the four types, 
structural violence—also known as systemic violence—involves the consequences of 
inequitable distribution of resources and power, as, for example, the machinations of 
ruling elites toward the maintenance of privilege and the concomitant exploitation of 
natural or human resources. Economic globalization is often tied to this form of violence, 
notably through "structural adjustment" dictated by the World Bank and International 
Monetary Fund. Ostensibly designed to relieve the so-called Third World debt crisis, and 
implemented in countries throughout the South, structural adjustment initiatives almost 
invariably force increased prices for such necessities as health care and basic foodstuffs 
(Richman, 1993). In so doing, these policies undermine the capacity of the poor in 
developing countries to provide for their families, thus contributing to structural violence 
and a higher risk of childhood morbidity and mortality, and sometimes escalating chances 
for the eruption of other, more direct, forms of political violence. The Machel study 
substantiates the significance of such indirect, economically-determined, and systemic 
violence on the lives of children of war in noting that, whereas "Thousands of children 
are killed every year as a direct result of fighting, from knife wounds, bullets, bombs and 
landmines, . . . many more die from malnutrition and disease caused or increased by 
armed conflicts" (Par. 137). 
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It is a common hypothesis that exposure to combative violence in particular is a 
fundamental risk factor, seriously inhibiting a child's capacity to function normally. 
Operationalizing healthy function in a number of ways, including amount of contact with 
peers, one study finds a strikingly high negative correlation between the stressor, "child 
victim of intentional violence" and this measure of normality (Angel et al., 2001). 
Another, perhaps emblematic study, documents the psychological sequelae of 
exposure to "indirect" and "direct" war stress in a broader civilian population. In July 
1991, amid threatening conditions in a suburb of Jaffna in northern Sri Lanka, where civil 
war has raged since 1983, Somasundaram and Sivayokan (1994) undertook what may be 
considered an exemplary survey. This epidemiological study merits the praise it has 
received for applying "more systematic and sophisticated sampling and diagnostic 
methods" (Silove & Kinzie, 2001, p. 166) than those commonly used in investigations of 
the impact on health and well-being of living in a war zone. Employing randomized 
procedures, the investigators selected 101 families from a total of 1322 in the area as a 
sample for administration of the Stress Impact Questionnaire: an assessment tool 
facilitating collection of data regarding demography, exposure to traumatic stressors, and 
both somatic and psychosocial complaints. Pre-existing psychiatric illness led to the 
exclusion of 3 families from the cohort, yielding a total of 35 men and 63 women— 
generally middle class, and with half the sample between the ages of 25 and 44. Subjects 
were questioned about such direct experiences of war as threat to life, detention, assault, 
injury, and torture; of the 12 direct stressors asked about, 40 percent of respondents had 
experienced between 5 and 9, with 8 percent over 10, and a mean of 6.6 war stressors per 
person. Indirect stresses were especially common, moreover, with 69 percent having 
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experienced displacement, and 55 percent food deprivation. Psychosocial sequelae were 
found in 65 percent of respondents, and 41 percent were identified as "somatisers" for 
presenting with 5 or more of 22 possible somatic complaints, such as palpitations (34%) 
and headache (40%). Both stressors and the complaints identified as the consequences of 
those stressors were observed as multiple and chronic in the context of a civil war 
notorious for its fierce and sudden explosions of combative violence, exacerbated by 
structural violence in the form of maldistribution of resources that might otherwise help 
ameliorate the more brutal effects of the terror. 
Repressive violence is also on occasion an overt concern—and frequently a 
subtext—of investigations into the problems of war affected children. In 1986 a Swedish 
research team began to investigate the effects of repressive political "persecution" on 
children by examining the relationship between 50 recently resettled Chilean refugee 
children's experiences related to such political violence in their homeland and coping 
patterns adopted in the Scandinavian host country (Hjern et al., 1991). Chile's 1973 
military coup early on introduced pervasive and extreme violations of human rights: 
frequent torture and a phenomenon the ubiquity of which brought to worldwide currency 
the word desaparecidos, for persons detained by the state and never heard from again. 
AH of the children involved in the study were refugees, between 2 and 15 upon arrival in 
Sweden, accompanied by at least one parent, and the vast majority from the metropolitan 
areas of Santiago or Valparaiso/Vina del Mar. While 14 had been spared exposure to 
persecution, the remaining 36 had all either survived parental disappearance, witnessed 
physical abuse of family members, or been themselves the target of assault for political 
reasons (N=7). What investigators term the "coping" mechanisms most associated with 
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these experiences were anxiety, depressed mood, concentration difficulties, dependency, 
and sleep disturbance. The latter, defined as having "nightmares at least 2 times per 
week, night terrors at least once a month, often waking up and not being able to fall 
asleep without parental assistance, and/or having difficulties of going to sleep at night" 
(p. 244), was joined by dependency as the sole items significantly associated with 
persecution. Dependency, furthermore, was more common in preschool children (who 
accounted for 66 percent of the total sample), and concentration difficulty more common 
in those of school age. Ultimately, positive correlations between persecution and 13 of 
15 assessed sequelae indicate, in the investigators' terms, "a global influence of 
persecution on the behavior of resettled refugee children" (p. 245), and support the 
researchers' call for timely political pressure to ensure that regimes "respect children's 
basic human rights" (p. 247). 
Risks Associated with Stage of Development 
Developmental stage is often described as the single most important variable 
informing vulnerability in children of war (Gibson, 1989). Differences in development 
are linked to variation in the way traumatic stressors are experienced and internalized 
(Aheam & Athey, 1991), and developmental processes may mediate potential outcomes 
(Macksoud, Aber, & Cohn, 1996), defining the boundaries of a child's capacity to 
"respond adaptively to war crises" (Jensen & Shaw, 1993, p. 702). Although 
developmental theory would defy expectations of an uncomplicated causal relationship 
between exposure to war stressors and children's subsequent acquisition of particular 
"emotional characteristics or socio-moral orientations" (Cairns & Dawes, 1996, p. 137), 
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considerable research does take account of developmental issues in examining the effects 
of such exposure in children. Certainly this body of work merits review when devising 
psychosocial interventions to target this population. 
The work of Cicchetti, Toth, and Lynch (1997), for example, adopting what they 
call an "ecological transactional model" (p. 231) as a template for examining the 
interplay between the effects of war and childhood development, deviates somewhat from 
the typical risk factor/protective factor paradigm. The authors' ecological perspective 
highlights sometimes competing factors that are capable of generating divergent 
developmental patterns. Central are a series of environmental tiers—from most distal, 
the "macrosystem" (p.233) level of a culture's beliefs and values; through an "exosystem" 
(p. 274) mid-level comprising such factors as neighborhood and socioeconomic status; to 
the most proximal, or the child's immediate family "microsystem" (p. 236) environment. 
Elements at each stage may serve as nominal predictors of developmental progress or 
delay. Fragmentation at the exosystem level of such vital community resources as 
schools and hospitals, for example, may place children at increased risk for prolonged 
"traumatization," while the availability of such resources would likely resolve some 
problems associated with war. Similarly, children who lose a parent to violence or 
attendant disease, or whose families otherwise succumb to the splintering of war such 
that caregivers are left "psychologically unavailable" (p. 243), are likely to experience 
worse developmental impairment than those whose families remain functional despite a 
climate of political violence. In short, this commonsense approach elucidates how factors 
at each environmental echelon "transact" with inherent "ontogenic" elements to influence 
the individual child's overall development. 
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Working with Central American war refugees in Los Angeles, Masser (1992) 
further clarifies the relevance of developmental research toward psychosocial 
interventions with a child in the aftermath of traumatic exposure by distinguishing 
between the effects of this experience on children and adults. While adults presumably 
encounter traumatic stressors after achieving a "steady state" of functionality whose 
disruption may be reversed if traumatic sequelae are temporary, the process is 
appreciably different for children, "because they are in a state of continual change while 
developing" (p. 451). Masser observes that the child experiences not merely disruption 
of a steady state but interruption of a growth process, which, 
. . . interferes with the acquisition of new developmental skills. During the 
traumatic period, children do not simply decline in functioning as do 
adults; they also fail to acquire skills they might have acquired during that 
period. After the trauma, they not only need to return to their 
prefunctioning level, but they also need to make up for lost time. Those 
skills they did not acquire because of the trauma have to be acquired at a 
later time. (p. 451) 
Interpreting human processes for the acquisition of such physical and mental 
skills (whether or not disrupted through exposure to a traumatic stressor) has been central 
to Western psychology's efforts to explain human behavior since Sigmund Freud 
identified the oral, anal, and phallic phases of psychosexual development, and erected 
thereupon the scaffolding of his psychoanalytic theory and practice (Brenner, 1973). The 
pre-eminence Freud afforded the body, and the developing relationship between its parts 
and the environment through time, remains a cornerstone of developmental psychology, 
and of the latter's conceptualization of so-called developmental tasks, the mastery of 
which is deemed at the core of mental and physical health throughout the lifespan 
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(Erikson, 1950). Dr. Judith S. Kestenberg, in collaboration with the Sands Point 
Movement Study Group, advanced these theories appreciably by reinterpreting the 
psychosexual stages through close examination of movement behaviors associated with 
them (Sossin & Loman, 1992). 
Beyond her importance as a developmental theorist, Judith Kestenberg played a 
leading role throughout much of the last two decades in assessing the maladaptive 
sequelae of war trauma in child survivors of the Holocaust—particularly through 
establishment in 1981, with her husband Milton Kestenberg, of the International Study of 
Organized Persecution of Children, or ISOPC (Kestenberg & Kahn, 1998). Under the 
ISOPC's auspices, Kestenberg and a team of mental health professionals conducted 
interviews on five continents with some 1,500 child survivors of World War II and the 
Holocaust. The team then disseminated findings of this exhaustive undertaking through a 
series of books, articles, and lectures. Scrutinizing the interview data through a 
psychoanalytic framework profoundly influenced by Anna Freud's child psychology, 
Kestenberg and her associates focused specifically on identifying ways that persecution 
and "traumatization" of the intensity suffered by child survivors of the Holocaust are 
repressed, denied, or otherwise distanced from conscious life (Kestenberg & Brenner, 
1996) 
Kestenberg assumed that although persons who experienced concentration camps 
directly as infants would certainly lack cognitive memory of such early experiences, they 
would still be expected to show long-term effects "related to the age or developmental 
phase during which the trauma was experienced" (Kestenberg & Brenner, 1996, p. 2). 
Her basic premise in analyzing the collected interview data was that the earlier in life the 
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encounter with chronic stressors took place, the more she would anticipate recapitulation 
through psychosomatic symptoms arising later in life. Beyond confirming this 
hypothesis, her research discloses that caregivers for child survivors of the Holocaust 
typically had warded off grief by trusting—without sufficient grounds, it turns out—that 
young children, at least those successfully hidden from their Third Reich oppressors, 
would be insulated from lasting trauma. Challenging this denial, she found in every child 
survivor, whether directly or indirectly touched by Nazi atrocities, a somatic and 
psychomotor remnant of this indelible past. 
In fact, relatively few babies or pre verbal toddlers proved able to withstand the 
rampant disease, infestation, and starvation in the concentration camps, and those who 
survived did so despite their caregivers' despair and physical deterioration. The 
separation anxiety that even infants receiving the best of care may experience was 
heightened immeasurably by the violence and vicissitudes of what Kestenberg calls 
Holocaust culture, both inside and outside the death camps. Young children in hiding 
were forced to remain entirely immobile for long periods in cramped quarters that 
challenged motor development and stunted growth, physical and psychological. 
Inhibitions against crying or making any sound predicated on entire families' efforts to 
avoid discovery and death meant that babies were forbidden their only means to 
communicate fundamental needs. In one documented instance related by Kestenberg, 
caregivers wound a rag around the mouth of an infant to quiet her. This little girl, born in 
January 1944 inside a concentration camp in Latvia to a mother too malnourished to 
produce breast milk, had a grandmother present who would save her own meager food 
portion, chew it up, and feed it to the baby. Swaddled in the very rag that prevented her 
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from crying, the infant was kept in a hole in the wall until her fifth month saw the camp's 
liberation. Given such experiences, it is little surprise that when, in the war's aftermath, a 
train with 200 refugee children aboard—none older than four—arrived in Jerusalem, not 
one youngster uttered a sound, not even when undergoing immunization (Kestenberg & 
Brenner, 1996). 
Kestenberg's findings from the ISOPC investigations have especially strong 
ramifications for research into the interaction between developmental stage and exposure 
to the stressors of political violence and war, for example, in the cross-generational 
appearance of traumatic sequelae. Such persistence of reactions to exposure to war 
stressors has been documented transgenerationally in the children of Holocaust survivors. 
Research into this population frequently discloses difficulty in the regulation of 
aggressive tendencies or problems of "separation/ individuation" (Sack, Clarke, & 
Seeley, 1995)—here understood as a pivotal developmental task of toddlerhood (Mahler, 
Pine, & Bergman, 1975). Similarly, one study identifies "intergenerational" post-
traumatic stress and depression in parents and their children who survived the Khmer 
Rouge genocide in Cambodia (Sack et al., 1995). Compounding matters, in this study's 
findings, rates of symptomatic concordance in these paired subjects were unrelated to the 
experience of child / parent separation during the war. Since parents in 62.5 percent of 
cases reported an onset of PTSD symptoms that was earlier than that of their adolescent 
child, a potential effect of parental morbidity may be inferred in adolescents' subsequent 
and corresponding disturbance. 
Recent research has progressed further in identifying responses to the stressors of 
war directly in terms of developmental stage, with a number of studies considering either 
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pre-school aged, latency aged, or adolescent children's symptomatic expression of 
exposure. Subjects are often distinguished, as well, in terms of cognitive, emotional, and 
physical development For example, among a randomized sample of unaccompanied 
Bosnian refugee children—between 8 and 13 years of age, who were hosted by families 
in Greece for seven months in the wake of war in the former Yugoslavia—the older 
children were shown at greater risk of depressive symptoms (Papageorgiou, Frangou-
Garunovic, Iordanidou, Yule, Smith, & Vostanis, 2000). This result the authors attribute 
provisionally to the pre-adolescents' enhanced cognitive capacity for an "inner 
conceptualisation of trauma" (p. 88), as opposed to the younger children's tendency to 
"externalise." 
Unmediated by reason or symbolic language, infants' and young toddlers' 
experience of war distress—which, as cross-generational transmission of symptoms 
would suggest, may be picked up from war affected caregivers—may reveal itself in such 
behaviors as incessant crying, and problems with eating, digestion, and sleeping 
(Williams, 1991). These suggest, in turn, an environmentally imposed failure to master 
the developmental task of learning trust through attunement with a caring adult. The 
resulting fragility of this bond further implies a potential for continuing disturbance: For 
the toddler, a secure attachment with a caring adult is deemed fundamental to exploration 
away from the "secure base" such a stable caregiver can provide (Bowlby, 1979). The 
disruption of this attachment process due to separation can have seriously detrimental 
consequences for the child's development (Boothby, 1988b). 
Older preschool children present with a different range of developmental issues, 
and may be given to social withdrawal, anxiety, or perhaps regression to infantile patterns 
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(Hicks et al., 1993). From a psychodynamic perspective, the absence of the caregiver and 
the protective shield that figure provides may well be experienced by the regressed child 
as a "presence of internal persecutors" (Grunbaum, 1997, p. 440), such that children may 
blame themselves for what is, in fact, a war-related harm (Macksoud et al., 1996). A 
study of children from Zagreb nursery schools—conducted at a time when there were 
some 600,000 refugees in Croatia, a quarter of these in the capital—shows that children 
as young as 3 may have a discernible comprehension of war (Miljevic-Ridjicki & 
Lugomer-Armano, 1994). Based on content analysis of verbatim transcriptions of 
individual interviews dealing with the parties to the conflict, their reasons for fighting, 
and the children's personal feelings about air raids and the worst aspect of the war, this 
study shows that the cognitive capacity for conceptualizing meanings about war may 
develop early when the presence of the conflict is palpably present in the child's 
environment. 
School-age and preschool children alike may turn such awareness into 
"intervention fantasies" that may be incorporated into personal narratives, as if part of 
their lived experience (Pynoos, Steinberg, & Goenjian, 1996). Research suggests that 
preteen children affected by war or political violence often become "more passive and 
unspontaneous or more aggressive and demanding," either of which may cause problems 
with peers and lead to isolation (Macksoud et al., 1993, p. 628). At this so-called latency 
stage of development, considered especially conducive to somatic complaints, violence 
affected school-age children often conceptualize for themselves "inner plans of action" 
dictating how a conflict-related stressor might have been avoided or its outcome changed 
(Pyncos & Eth, 1986). These fantasies may counter guilt, but are reported at times to do 
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the opposite, precipitating or exacerbating self-reproach and feelings of responsibility 
(Macksoud et al., 1993). 
Such ambivalence about personal empowerment and competence that is a 
commonplace for latency children also lingers in adolescence, and contributes to 
adolescent developmental challenges associated with the establishment of identity, 
meaning, and purpose (Macksoud et al., 1996). Frequently suspicious of fantasy and play 
as coping devices, youths of this age begin to assume attitudes and embody reactions to 
traumatic stressors that are more like those of aduits, which may encompass depressed 
mood, withdrawal, pessimism about the future, and somatic reactions; as well, 
potentially, as antisocial acting out, lost impulse control, and other aggressiveness 
(Aheam & Athey, 1991; Hicks et al., 1993; Williams, 1991). In the context of war, such 
behaviors may be especially endangering to children. Rousseau (1995), invoking Bios' 
(1962) formulation of a second separation and individuation stage in adolescence, points 
to the tendency of adolescents' developmental processes to "reactivate" past separations. 
She notes the particular difficulty this imposes on young refugees challenged by repeated 
family separations. As a consequence of their war exposure, adolescent survivors may 
experience guilt associated with their good fortune, in addition to nightmares, and 
"intrusive recollections of violence" (Hicks et al., 1993, p. 77). Within the context of 
resettlement, peer group identification—a defining task of this developmental phase 
(Erikson, 1950)—may confound the process of integrating into a host culture (Rousseau, 
1995). In addition, adolescents' accelerated rate of and interest in acculturation—by 
comparison to that of parents—may heighten intergenerational tensions significantly 
(Rousseau, 1995), and potentially aggravate stress responses. At the same time, the 
55 
cognitive capacity that enables adolescents to appreciate the difficulties they face due to 
war and displacement allows for abstract reasoning about such concepts as justice, 
ethnicity, nationhood, and culture that may further inform interpretations of the 
sociopolitical implications of violence and uprooting (Macksoud et al., 1996), thereby 
further enhancing adaptability. 
Symptoms: Manifestations of Children's Exposure to War Stressors 
As in preceding paragraphs, discussion of the interaction between risk factors and 
protective factors that constitutes children's lot in the context of war or organized 
violence usually incorporates, in addition, an examination of symptoms. A researcher 
may choose to define these manifestations of children's exposure to the stress of war and 
displacement in terms that accentuate their function either as the likely outcome of risk or 
as mechanisms of protection. The Swedish team investigating the consequences of 
political persecution in children from Chile, for example, emphasizes the protective 
aspect, examining what the authors refer to as the "coping patterns" these children 
adopted in resettlement (Hjern et al., 1991). More commonly researchers assume an 
explicitly psychodiagnostic approach to such sequelae, opting for the term "symptoms" to 
explain the same phenomena—in the case of these Chilean children: concentration 
difficulties, dependency, sleep disturbance, and the like. A study conducted in the late 
1980s of over one thousand Lebanese 3- to 9-year-olds is typical. With sampling 
directed toward a portion of the populace "repeatedly subjected to hostilities over the 
years" (p. 282), and also designed to include a range of social classes, religious groups, 
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and urban neighborhoods—Chimienti and colleagues (1989) examine in this protocol a 
link between the children's behavioral and affective symptoms, and their degree of 
exposure to war. Certain of these symptoms were found significantly more pronounced 
in that 30 percent of children deemed "trauma-yes"—that is, those having directly 
witnessed a death, or experienced the family's forced displacement, the death of a 
member of the family, or their destruction of its home. Remaining children were defined 
as "trauma-no," precisely for having escaped these four paradigmatic experiences. 
During episodes of "general war stress," indeed, significant differences were found in the 
presence or sudden increase in intensity of virtually all 40 symptoms assessed in terms of 
anxiety, fear, and "problem social behaviors." Feeling "generally unhappy" was twice as 
common in this group as in the non-exposed. 
Researchers in the field often emphasize the role of childhood development in the 
expression of symptoms, as well. Typical of this conventional perspective, and 
mentioned in passing in the section above on developmental stage as a factor of risk, are 
the comments of Hicks and colleagues (1993), regarding developmental variations in 
symptom presentation by refugee children in the wake of exposure to extremes of 
violence: 
Among young children, very high anxiety, social withdrawal, and 
regressive behaviours may be observed. Problems of school-aged children 
include flashbacks, exaggerated startle responses, poor concentration, 
sleep disturbance, somatic complaints, and conduct problems. Among 
adolescents, symptoms associated with the experience of trauma include 
acting out, aggressive behaviours, and delinquency as well as nightmares, 
intrusive recollections of violence, and trauma and guilt related to their 
own survival, (p. 76-77) 
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This developmental classification of symptomatic behaviors reflects an increasing 
concern among researchers to define child-specific criteria related to the experience of 
and reactions to traumatic exposure of various kinds (Ahmad, Sundelin-Wahlsten, Sofi, 
Qahar, & von Knorring, 2000). Numerous studies explore the statistical strength of 
association between a given stressor and symptomatic sequelae in children (Angel et al., 
2001). Some such empirical efforts further involve an attempt to calibrate child-specific 
psychometric instruments—including that proposed by Ahmad and colleagues (2000) for 
identifying symptoms and diagnosing PTSD among children in catastrophic situations. 
While application of the PTSD construct for this population remains a source of 
contention (see p. 113 of this text), the literature in the field reflects a number of 
symptoms observed in refugee groups, whether the authors subscribe to a 
psychodiagnostic perspective or instead assume what Rousseau (1995) refers to as a 
"multidimensional approach" that favors descriptive categorization over reliance on the 
taxonomy provided by the Diagnostic and Statistical Manual of Mental Disorders 
(DSM). From her survey of relevant literature, Rousseau extracts, in addition to 
"regressions" and "heightened separation anxiety," the following list of symptoms: 
. . . recurring nightmares, insomnia, secondary enuresis, introversion, 
anxiety and depressive symptoms, relationship problems, behavioral 
problems, academic difficulties, anorexia, and somatic problems, (p. 300) 
Of course, Rousseau's compilation is informed by each incorporated researcher's 
theoretical framework, since agenda necessarily affects investigative methodology, 
including the choice and subsequent interpretation of symptoms considered for 
observation and assessment. 
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Central to many investigations into children's symptom expression in the 
aftermath of exposure to war and organized violence is the Freudian (1920/1955) notion 
of a "compulsion to repeat" (Van der Kolk, 1996b, p. 195). In this formulation, 
memories of traumatic events are ordinarily repressed from conscious thought, and 
contained in the unconscious. The patient with a repressed memory of a highly cathected 
emotional event is compelled to replicate that "unintegrated" experience in life, as in the 
psychoanalytic transference relationship—or, in Freud's own words, as translated, in 
Beyond the Pleasure Principle, "to repeat the repressed material as a contemporary 
experience, instead o f . . . remembering it as something belonging to the past" (quoted in 
Van der Kolk, 1996b, p. 195). Freud indicated, further, that children who have been 
exposed to serious traumatic stressors would commonly "weaken the version" of their 
reenactment behavior as a way of minimizing the threat to themselves (Pynoos et al., 
1996), most notably through repetition. 
Broadly understood as the most common such reenactment behavior among 
young children, repetitive play, from a psychodynamic perspective, is a universal 
indicator of delay in coping with trauma that, nonetheless, constitutes a child's chief 
potential for "self-healing" (Grunbaum, 1997, p. 441). Deemed a "hallmark" of 
posttraumatic stress reactions in children (Ahmad et al., 2000, p. 292), repetitive play is 
thought, nonetheless, rarely to assuage the child's "trauma-related anxiety" (Arroyo and 
Eth, 1996, p. 55). This habitual repeating, absent what one psychoanalyst providing 
therapy to the young daughter of a torture survivor refers to as "the playful variations and 
closure typical of symbolic play" (Grunbaum, 1997, p. 441), suggests instead unrelieved 
dominance of the child's "unconscious, non-verbal memory." As such, this compulsive 
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reenactment behavior may have much in common with three other issues also widely 
observed in children of war: a fearful and pervasive sense of pessimism; risk-taking; and 
aggressiveness. 
According to Pynoos and colleagues (1966), "recurrent bouts of fear, thrill 
seeking, or aggression" (p. 351) amount to behaviors which, as manifestations of 
"traumatic expectancy," may have a definitive impact on the child's nascent self-concept 
and self-attributions. Positing a developmental perspective, the authors urge the 
bracketing of the concept of traumatic memory within a broader frame of "trauma-related 
expectations." The child marked by injury or fear at an early stage of development may 
form a "schematization of the world" in which danger is the norm and distrust a 
necessary defense. For such a youngster, the anger and violence encountered during 
early childhood exposure may establish the permanent threat of their recurrence. In this 
context the inoculation assumptions that children too young to comprehend the terror 
occurring around them will remain unaffected by them may be relegated to the realm of 
adults' magical thinking. 
Children exposed to the sort of extreme situations that are commonplace in 
countries scarred by war may, indeed, react with a pessimism informed by multiple losses 
and the complications of mourning (Dyregrov & Raundalen, 1987; Richman, 1993). 
Risk-taking has also been identified anecdotally as a means of replicating such chaotic 
experience. This compulsive "acting out" in reaction to—and perhaps as reenactment 
of—severe encounters with war and flight has been provisionally confirmed in the 
previously cited controlled study that examined behavioral issues among Southern 
Sudanese refugee children in northern Uganda: Roughly half of the refugees, many of 
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whom had fled apocalyptic assaults on their home villages, engaged in self-endangering 
play, while only about one-fifth of the "control" Ugandan children were found to assume 
such personal risks (Paardekooper, de Jong, & Hermanns, 1999). 
Aggressive behaviors are often discussed, as well, among the direct symptoms of 
children's war exposure. In the Lebanese study cited earlier in this section, 
aggressiveness, as operationalized by 6 specific actions, was approximately 1.7 times 
more likely to be assessed in "trauma-yes" children exposed to war stressors than in those 
shielded from exposure (Chimienti et al., 1989). However, there has been little evidence 
in the literature to support the generalizing of children's and youths' violent behavior in 
response to exposure to organized conflict; it has been suggested, rather, that prior 
deprivation and inadequate care may be equally important as to the child of war assuming 
enhanced "risk of developing a violent lifestyle" (Richman, 1993, p. 1295). According to 
Richman (1993), factors that may encourage this predisposition, in addition to living in a 
"culture of violence," potentially include the thwarting of young people's aspirations, 
whether of a social, political, or economic nature. These disparate elements' interaction 
thus largely undermines the researcher's capacity to investigate aggression's unique role 
as a behavioral symptom. Further confounding such investigative efforts is the positive 
association discovered by Punamaki (1996) between children's aggressive attitudes 
toward "the enemy" and their high level of family problems, which would suggest that 
war exposure alone may not be the defining feature in the development of aggressive 
behaviors in these children of war. 
On the contrary, in the worldview of the Freudian psychoanalyst, aggression itself 
is "a fundamental and enduring part of human nature" (Suarez-Orozco & Robben, 2000, 
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p. 26). Indeed, Freud understood violence in human societies within the framework of 
"unresolved tensions between social constrictions and unconscious impulses" (p. 27). 
Various theories of aggression's etiology and meaning have challenged this Freudian 
notion of aggression as an innate drive, positing instead "reactive" models of 
aggressiveness in response to frustration, narcissistic injury, humiliation, 
meaninglessness, and endangerment (Suarez-Orozco & Robben, 2000). Such 
reconceptualizations inform various research efforts into the phenomenon in children of 
war. Given a background that includes work with former child combatants and other 
young people affected by political upheaval and war in settings ranging from Cambodia 
to Latin America to Mozambique, Boothby (1992) offers that children's aggression often 
emerges as "an effort to re-establish limits or boundaries as well as trust in others" (p. 
181). The underlying belief that a symptom may best be understood as a coping 
mechanism—no matter what the geographic or socio-political environment, no matter 
how detrimental the behavior—is instructive, and should inform this investigation into 
fostering children's survival and well-being in the aftermath of war and deprivation. 
Resiliency in Children of War: Protective Factors. Coping Style, and Social Support 
Despite exposure to extreme acts of concerted violence and destruction, children 
for the most part survive war and flight without manifesting serious psychological 
disturbance. After escaping their war-ravaged homeland, for example, just over 11 
percent of Bosnian refugee children resettled in Sweden who participated in a recent 
study presented with poor mental health, in opposition to fully one-fifth of native-born 
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children in the peaceful host country (Angel et al., 2001). In their Child Development 
commentary, Caims and Dawes (1996) problematize investigators' failure to move 
beyond the premise that children's exposure to political violence may be "traumatizing," 
particularly given the apparently "constant finding" (p. 129) that about 20 percent of 
children exposed may manifest clinical levels of distress, as a result. The attention given 
in the literature to children's protective factors, as compared to the risk factors associated 
with their war exposure, remains limited, nonetheless, and the research into protective 
factors relatively less developed (Arroyo & Eth, 1996). Indeed, this ongoing emphasis on 
negative symptomatic outcomes may well indicate, as has been suggested, "a profound 
bias toward illness and pathology" (Macksoud et al., 1996, p. 222). Since available 
research indicates that in most war situations a considerable majority of children endures 
exposure without incurring lasting psychological harm, a question arises as to what 
variables shield the child so effectively from such an onslaught of ills: What mediating 
or moderating influences buffer war's effects on these children? A number of authors 
have begun to consider potential answers, investigating hypotheses to explain the more 
positive outcomes among children exposed to wartime conditions—by looking at the 
interaction of such elements as coping style, social support, and other protective 
conditions, and how these may affect the formation of adaptability among these "non-
traumatized" children. 
Notwithstanding the personal losses invariably suffered, it is apparent that 
growing up amidst the upheavals of political terror does not necessarily prevent and may 
indeed promote adaptation with the environment: According to Macksoud and 
colleagues (1996), "for some children, coping with war under supported, protected 
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conditions may actually confer a comparative advantage," in terms of gains in "planful" 
or "prosocial" behaviors, admittedly "at considerable personal cost" (p. 222). 
Paradoxically, it seems that for many children the sense of helplessness that is a defining 
experience of war may be transmuted into an obligation to assume control of their own 
destiny. Planful behavior, implicit in learning effective self-assertion as a response to 
victimization, was noted in a group of Lebanese young people, between the ages of 10 
and 16, each of whom had "lost someone close to them" and /or passed the duration of 
the fighting in their communities or homes (Macksoud and Aber, 1996, p. 84). Among 
this group of children there was little report of feelings of depression, and the authors of 
the study postulate, reasonably enough, that in the wake of helplessness, being compelled 
to "take more control over their lives" may have proved a protective factor against 
disabling despondency, at least temporarily (p. 84). It is understood that protective 
factors generally support adaptability (Arroyo & Eth, 1996). Yet it may be dubious 
whemer a sequence of events constituting a perceived—and probably actual—wartime 
threat, that necessitates children's behavioral change in the direction of enhanced 
assertiveness in order for them to improve their chances for physical safety, may be 
termed "protective." No matter how labeled, the process pursued by these Lebanese 
youths is certainly one notable for its overall adaptive significance and legacy of strength. 
Inherent in these children's increasing competency is the simultaneous mastery— 
or at least, management—of inner stress and environmental stressors. This enhancement 
of capacity may be thought to be accomplished through a range of "intrapsychic" or 
"action-oriented" coping efforts, or perhaps through some combination of variants of 
both, depending on the theoretical orientation framing this interpretation (Aheam & 
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Athey, 1991, p. 9). Children who have the plasticity to rebound from their misfortunes 
and to assume adaptive behaviors are referred to as "resilient" (Arroyo & Eth, 1996, p. 
63). Examining this enduring stress resistance within the socio-political context of 
massive violence, Apfel and Simon (2000), define resiliency as: 
. . . the capacity to survive violence and loss, and moreover to have 
flexibility of response over the course of a life time. The inner experience 
of such behavioural flexibility includes a sense of agency and a sense of 
capacity to choose—among courses of action and among conflicting moral 
values, (p. 103) 
The advancement of self-efficacy, particularly in the context of moral decision-making, 
may thus be considered central to the long-term survival and well-being of children of 
war. 
Various authors have identified factors deemed of significance in the formation or 
fostering of children's self-efficacy and attendant resilience in contexts of war and 
organized violence. The capacity to take action, to assume control of one's life, noted 
above as pivotal to survival, may be an outgrowth of a tendency or ability to attribute 
meaning to a situation. By definition, such attributions of meaning involve an ability to 
engage in symbolic thought—whether associated with pragmatic problem-solving 
directed towards planful behavior, or with fantasies of intervention, or ideological 
thinking, or even altruism. Research in the field has addressed each of these specific 
areas of symbolization; and symbolic thinking itself, as a developmental landmark, 
suggests associations with cognitive development-focused investigations previously 
mentioned. Beyond developmental level, personal temperament and intelligence, genetic 
factors, and coping styles in terms of psychic defenses are all considered important. 
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Access to social resources, too, is widely cited as fundamental to setting the stage for 
children's adaptive, flexible response to the stressors of war (Aheam & Athey, 1991). 
Apfel and Simon (2000), drawing on their own research and that of numerous 
other investigators, have enumerated several characteristics that "mitigate aggression and 
contribute to resiliency" for children of war (p. 125). The authors' fairly comprehensive 
list consists of the following factors: 
1. Resourcefulness including the gift of being able to extract human 
warmth and loving kindness in the most dire of circumstances, including 
at times from enemies or persecutors. 
2. Curiosity and intellectual mastery, the ability to conceptualize, and 
generate knowledge, which provides an important sense of activity, rather 
than passivity. 
3. Flexibility in emotional experience, not denying or suppressing major 
affects as they arise, and die ability to defer or defend against some 
overwhelming anxiety or depression when emergency resources are 
needed. 
4. Access to autobiographical memory, the ability to remember and invoke 
images of good and sustaining figures, usually parental figures, even if 
these images might at times be critical and demanding as well as warm, 
loving, and encouraging. 
5. A goal for which to live, a purpose or task, which permits one to find a 
way to survive. This intertwines with a sense of empowerment and 
diminished helplessness. 
6. Need and ability to help others, altruism or 'learned helpfulness' which 
draws upon identification with parents who themselves have instantiated 
the effectiveness of altruistic acts. 
7. A vision of a moral order and the possibility and desirability of the 
restoration of a civilized moral order may be crucial to survival and 
rebuilding community, (p. 125-126) 
Apfel and Simon elaborate sufficiently on these seven areas' contribution toward 
childhood resiliency in the face of war that their list may certainly stand on its own. 
However, further amplification, as proffered by recent research, may extend this list's 
utility toward the project of informing intervention strategies for fostering such resilience. 
In the following pages, therefore, special attention will be afforded a few protective 
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factors that are capable of countering children's vulnerability to emotional or 
psychological disturbance as a consequence of exposure to the stressors of war. These 
are: 1) Time and habituation; 2) Social support—including familial attachments and 
community engagement; 3) Culture and acculturation; and 4) Active attributions of 
meaning. 
Time and Habituation as Factors of Protection 
The renown of the saying, "Time heals all wounds," is indicative of popular belief 
in the impermanence of even the most devastating of emotional harms. The findings 
from psychosocial investigations of such "natural remission" with regard to children's 
exposure to extreme stressors are inconclusive, however, suggesting the existence of both 
"acute" and "chronic" responses. Pioneering in this area of research, Lenore Terr (1979, 
1983) undertook longitudinal examination of the 26 children abducted in a notorious 
1976 school bus hijacking in Chowchilla, California, where they were held hostage 27 
hours, mostly in a buried truck trailer (Dyregrov & Raundalen, 1987). Finding 
posttraumatic effects in all the children (25 of 25 assessed) 4 years after that single life-
threatening encounter, Terr's follow-up study amounted to the first systematic 
demonstration of the persistence of such traumatic effects in children (Macksoud et al., 
1993; Sack, Him, & Dickason, 1999). 
Particularly in contexts of war and organized violence, it is rarely possible to 
isolate and study the effects of any one discrete traumatic exposure, as Terr largely 
managed to do in her research. Measuring the potential effect of time is especially 
problematic, just as it is in experimental treatment design, where such extraneous 
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variables as "history" or "maturation" may confound results and necessitate lengthy—and 
sometimes speculative—explanation. Nonetheless, a few researchers looking into the 
effects of war exposure on children comment in their studies on the possibility of 
habituation through time as a protective factor for children of war, and some of these 
studies provide important longitudinal data. 
Angel and colleagues (2001), for example, suggest that "forgetting or denial" (p. 
10) may account for the fact that Bosnians in resettlement in Sweden longer report fewer 
exposures to war stressors. Although the Bosnian children in resettlement for a longer 
period report also fewer symptoms, that negative correlation, which might suggest 
improvement through time, is deemed a weak one. Also showing decidedly mixed 
results in this regard are studies of the Solomuna orphans in Eritrea (Wolff & Fesseha, 
1999; Wolff et al., 1995). On the whole these children's behavioral problems declined in 
the 5 years between screenings, while resident in an orphanage promoting close personal 
ties with adult staff. Ameliorating were such symptoms as enuresis, sleep disturbance, 
eating disorders, and aggressive interactions with peers and adults; however, in many 
cases, depression and anxiety came to replace these behavioral symptoms. Identified by 
Wolff and Fesseha as indicative principally of the value of a supportive social 
environment, these findings may point, in addition, to a developmental aspect to 
symptom expression, but probably do not support a hypothesis of a protective aspect to 
time itself. 
By contrast, a longitudinal comparison of a sample of Palestinian children in the 
Gaza Strip, where more than half the population in 1995 was under age 15, and nearly 
two-thirds were refugees, suggests the possibility of time-inspired recuperation from 
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exposure to war stressors within a demobilizing environment (Thabet & Vostanis, 1999, 
2000). Among their 234 subjects, these studies demonstrate a large decrease in the 
number assessed as having moderate to severe PTSD in 12 months' time. Initially 
evaluated in 1993, 6 months after the conclusion of the Oslo agreement, 40.6 percent of 
these 6- to 11-year-olds demonstrated this level of posttraumatic symptomatology, having 
grown up amid a longstanding military conflict. One year later, the percentage of these 
same children assessed with moderate to severe PTSD had fallen to 10. Explaining the 
drop in symptom expression, the authors afford some support to the habituation theory: 
Despite some evidence of'natural remission' of posttraumatic stress 
reactions in the absence of further adverse life events a substantial 
proportion of children continue to suffer from symptoms directly related to 
their early experiences. (Thabet & Vostanis, 2000, p. 296) 
A mission by the humanitarian aid organization Doctors Without Borders likewise 
found provisional support for the time-related diminution of posttraumatic symptoms in 
children surveyed in Tibetan refugee settlements in Dharamsala, India (Servan-Schreiber, 
Lin, & Birmaher, 1998). In recent years many families in "occupied Tibet" have been 
sending their children on a long and perilous journey to settlements in Nepal and India in 
the hope that through their children's education in these centers of refuge, coming 
generations will be able to preserve Tibet's traditions. Traveling by foot, usually at night, 
for up to four months, these young people face serious adversity, often including 
exposure to financial or sexual extortion by border guards at the crossing into Nepal or 
Kashmir. Among the 61 children selected for screening, all between the ages of 8 and 
17, there was a strong trend for more cases of full PTSD among those who had arrived in 
previous 18 months than among those who had been in India longer. The authors point to 
69 
a fairly large difference in time elapsed since arrival between those without PTSD (an 
average of 56.7 months) and those whose symptom expression would meet all PTSD 
criteria (32.6 months). Without longitudinal data, this exploratory study cannot confirm 
this symptom reduction as a function of time in refuge. Indeed, while acknowledging 
that the small sample size itself undermines significance, the authors speculate that PTSD 
prevalence may have decreased with time from the initial exposure to the stressors of 
flight. Although there remains a strong possibility that other unexamined variables may 
have contributed to the children's apparent improvement in mental health, the findings do 
suggest a role for time as a protective, or perhaps more accurately, recuperative factor for 
Tibetan children escaping ethnic violence. 
Access to Social Support as a Factor of Protection 
Developmental theory suggests that children of all ages may need, at minimum, a 
stable and supportive relationship with an adult in order to gain mastery of landmark 
tasks at each stage of life. Secure attachment with a caring adult, in fact, potentially 
constitutes the child's strongest protection against succumbing to a traumatic stressor. 
According to Van der Kolk (1996b), a parent's principle function is to teach children 
basic life skills that prepare them to "modulate their own arousal" (p. 185), as a result, 
defending against the worst effects of traumatic exposure. Assisting children in 
emergency situations, therefore, necessitates supporting families, particularly through 
actions that may pre-empt separation or ensure reunification (Boothby, 1998). It is not 
surprising that a study of Khmer adolescent refugees found those youths living with their 
nuclear family much less likely to suffer psychiatric illness than were those living alone 
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or with a foster family (Ahearn & Athey, 1991). Similarly, the remarkable resilience of 
the Bosnian children resettled in Sweden has been attributed by the study's authors 
largely to the "relatively secure containing environment" provided by Bosnian families, 
held intact with the strong cement of a sturdy culture (Angel et al., 2001). 
Whether from outside or in, threats to family function and unity may undermine 
the force of this pivotal protective factor. Findings that among West Bank Palestinian 
children during the Intifada, "family negativity" heightened behavioral problems to a 
greater extent than did exposure to political violence led Garbarino and Kostelny (1996) 
to underscore the relevance of family cohesiveness to the mental health of children of 
war: 
While political violence represents a threat to children, it tends to be a 
manageable threat when children face that danger in the context of healthy 
family functioning and parental well-being. The threat poses a critical 
developmental danger in a context of family dysfunction and violence, 
however, (p. 43) 
Yielding complementary findings were interviews with 300 Kuwaiti 
schoolchildren and their families, conducted one year after the end of Iraqi occupation 
(Macksoud et al., 1996). As a whole, the 11- to 16-year-olds benefited from access to a 
combination of strong family networks and community support. Such protective factors 
diminished the impact of exposure to a number of war stressors, including "witnessing 
violence" and "participating in hostilities" (p. 224). Compounding these results, the 
authors concluded in addition that "an optimal level of family security" could be 
identified. Children from "high-risk" families accustomed to the burdens of financial and 
emotional difficulty fared better than their peers from "relatively stable and problem-
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free" families. The latter, unused "to confronting conflict and stress . . . found 
themselves overwhelmed by the demands of the war" (p. 224). Here, acclimation, either 
to economic struggle or to the complications of family conflict itself, stands as an 
important protective factor, facilitating adaptation to the dangers and deprivation inherent 
in armed occupation. 
Furthermore, when battle lines are drawn across neighborhood streets—a 
widespread phenomenon in contemporary warfare—families are routinely split apart, and 
children separated from their best source of protection. Amid such common 
circumstances, access to social support may mean reliance on community institutions. 
Teachers, adult relatives, and other familiar adults become vital resources to the 
unaccompanied minor in a war environment (Cairns & Dawes, 1996). Evaluating a 
Mozambican child welfare program in the aftermath of the brutally destructive war there, 
Chamley (2000) examines the well-being of children with various sorts of status vis-a-vis 
their families of origin: those who had never been separated; those reunited with parents 
following separation; those placed with their extended family; those placed with 
unrelated families; and those in residential care. Acknowledging the importance of 
considering appropriateness of such child care arrangements within the various kinship 
systems indigenous to Mozambique, Chamley discovers no difference in well-being, as 
defined by somatic symptoms and culturally adapted indicators of emotional expression 
(i.e., sadness, fear, anxiety, and isolation) in the different settings: "High levels of 
anxiety were expressed by nearly all [italics added] the children not only about what they 
had experienced but also about what they feared might happen in the future" (p. 114). 
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Given these findings, the evaluator advocates that welfare institutions devoted to 
improving the situation of large numbers of separated children, 
. . . embrace an understanding of traditional community coping 
mechanisms in times of distress, and that the substitute family may be 
properly viewed as one such coping mechanism, (p. I l l ) 
In the absence of parental support or other family connection, children may seek 
substitute arrangements that may or may not function effectively as protective 
mechanisms. The evolution of the "substitute family" is proving a vital social resource 
for many Mozambican children in the post-war period; however, in the years when the 
conflict raged, many of these same children were actively engaged in guerrilla warfare, 
and it was from the authoritarian structures of RENAMO or Frelimo that they sought 
replacement for the protective support of their families and home villages (see Brett & 
McCallin, 1996). 
Social support as a buffer against the worst effects of exposure to war has been 
examined in other contexts, as well—from a kibbutz in Israel to a Nazi concentration 
camp. Drawing on studies of children's relatively low anxiety levels in Israeli kibbutzim, 
Dyregrov and Raundaien (1987) elucidate how social factors mitigate children's exposure 
to conflict, and point to the special influence of the "social cohesiveness of the 
community in which they live" (p. 113). Similarly, Anna Freud and Sophie Dann's 
landmark study, "An Experiment in Group Upbringing," highlights the extraordinary 
capacity of a community, targeted for the most severe deprivation and abuse, to support 
its unaccompanied children (Boothby, 1988b). Six very young orphans of German 
Jewish background were cared for by a collective of women interned in Tereszin, and 
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after liberation, at age 3, put under the care of Sister Dann at Bulldogs Bank, a group 
residential facility. In their new home in England these toddlers engaged in extreme, 
compulsive reenactment behaviors: destroying toys, damaging furniture and sometimes 
themselves, masturbating frequently, and cursing and attacking their caretakers. Despite 
these symptomatic excesses, the children showed a precocious peer identification, 
exhibiting throughout "strong and positive feelings towards each other" (p. 159). Within 
a year in the group home, they had all begun learning English, gaining control of 
aggressive behavior, and entering normal relationships with adults—showing signs of 
possessiveness and separation distress. Throughout childhood, at Bulldogs Bank and 
after leaving it, and later in adolescence, these children enjoyed "continuous nurturance 
and ongoing psychotherapy," and came to live "reasonably normal" (p. 160) adult lives. 
With virtually nothing else to draw on as a mechanism of support, these toddlers from 
Tereszin apparently utilized peer relationship as a protective factor, until this pivotal 
connection with one another could be augmented through access to the security afforded 
by caring adults. 
While social support is difficult to measure, particularly given the absence of a 
universally shared definition thereof, an empirical study undertaken during South 
Africa's apartheid and that country's illegal occupation of neighboring Namibia, 
investigated how social support and coping style affected the relationship between a 
chronic stressor and the health status of Namibian refugees (Shisana & Celentano, 1987). 
Of the study's 88 subjects—all in secondary school, living in exile in equatorial Africa, 
and members of the liberation movement known as the South West African People's 
Organization (SWAPO)—fully 62.5 percent reported having been hospitalized during the 
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previous year, with an average hospital stay of 17.4 days. In addition to malaria, chest 
pain, and headache—the most frequent physical symptoms suffered—these refugees 
experienced high levels of somatic problems, such as irritability, sleep disturbance, 
nervousness, and tension. These somatic difficulties in particular the authors associated 
with African psychiatric diagnoses of "anxiety depression and anxiety state" (p. 149). 
Operational izing "social support" in terms of the size of the refugees' individual social 
networks, their "esteem support" and "emotional support," the authors hypothesized that 
the relationship between a quantifiable chronic stressor—the number of years spent in 
exile—and the degree of both physical and psychological disorders would be moderated 
by the amount of perceived social support. In other words, the more time spent in a 
refugee camp, without the moderating influence of a social network, the greater 
likelihood that the individual would present with poor health, both mental and physical. 
Both these hypotheses were confirmed. Specifically relevant to this discussion, those 
adolescents in exile more than a year who had a relatively low sense of social support 
were more likely to report a greater number of anxiety symptoms. 
Apparently, from Mozambique to Israel, and from Tereszin to the refugee camps 
of equatorial Africa, it may take a village to protect a child from the terror of organized 
destruction and war, particularly in the absence of familial support. 
Culture as a Factor of Protection 
Social factors may propel the forces operative in the production of mass violence, 
yet it is culture that imbues these events with a particular meaning for a particular people. 
Given the centrality of matters cultural to the experience of war and organized violence 
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around the globe, this thesis dedicates a discrete section (see p. 136) to an inspection of 
the relationship between vulnerability and resilience, as seen through the prism of culture 
and as informed by the perspectives of anthropology and ethnography. Researchers and 
theorists from a more psychosocial vantage point are also involved in considering culture 
and cultural practices as protective factors contributing to childhood resilience in the face 
of war, and their findings too merit inclusion in this discussion. 
Occasionally an essentially psychosocial investigation will incorporate among its 
variables certain cultural determinants, interpret responses from a cultural frame, or 
utilize sampling techniques that take subjects' culture into account. An investigative 
team with more than a decade's developed expertise in researching and analyzing the 
effects of the Khmer Rouge genocide on young people, for example, undertook 
comparison of two groups of subjects, both having escaped the war in Cambodia but 
living as refugees in diverse cultural settings (Savin, Sack, Clarke, Meas, & Richart, 
1996). Ahmad and colleagues (2000), in testing the cross-cultural validity of a semi-
structured interview for identifying symptoms of posttraumatic stress in children, 
compared its psychometric properties with regard to culturally distinct populations: two 
separate groups of children in Iraqi Kurdistan, Kurd refugee children resettled in Sweden, 
and Swedish children in their home country. Symptom presentation varied primarily 
relative to exposure to a traumatic stressor—in the case of one group of Kurd children, 
Iraq's 1988 "Anfal" military operation, child survivors of which are considered the most 
severely "traumatized" in Kurdish society—and subsequent diagnosis of posttraumatic 
stress. Yet culture of origin was also implicated in some symptomatic distinctions. Nail-
biting, for instance, was virtually ubiquitous among the children from Kurdistan, 
76 
regardless of diagnosis, while such correlations for thumb-sucking were nonsignificant 
only for the Swedish children. Mixed findings in the study may be the consequence of a 
high dropout rate among both samples residing in Sweden, however. Given this 
methodological difficulty, as the authors acknowledge, the study ought ultimately to be 
viewed as "hypothesis generating rather than conclusive" (p. 292). 
While somewhat peripheral to the ambitious agenda of the study of Kurdish 
children living in diverse cultural contexts, the prevalence of nail-biting among these 
children may constitute evidence of culturally-informed coping devices and protective 
factors. DeVries (1996) elaborates on the fundamental role of the more pervasive 
phenomena that he calls "cultural defense mechanisms." Since the impact of the stressor 
depends on its severity and the environment's supportive capabilities, these cultural 
mechanisms are pivotal in protecting the individual from potentially traumatic 
experience. When those defenses are undermined, as in times of civil war, uprooting, or 
similar social upheaval, traditional systems may disintegrate, to be replaced by either a 
conservative element—epitomized by gangs, warlords, and the like—or new collective 
strategies for survival: 
Culture cannot prevent calamity, nor can it blunt the immediate physical 
power of violence and the emotional shock of betrayal. It can only help 
with building up resilience before such events, or with providing 
validation, restitution, and rehabilitation afterward, (p. 410) 
Resilience born of cultural practices and institutions has been documented in 
psychosocial studies from around the world. Miller (1996) brings to light the 
extraordinary survival of indigenous Mayan culture, despite an effort virtually to 
annihilate it from Guatemala's altiplano through "one of the most brutal 
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counterinsurgency campaigns in Latin American history" (p. 91), initiated by that 
country's army in 1978. Notorious for its "scorched earth tactics," the Guatemalan 
military by 1985 had totally destroyed well over 400 indigenous villages, murdering 
Mayans by the tens of thousands and 'disappearing' perhaps thousands more. Beyond 
the hundreds of thousands of internally displaced, about one-tenth of the indigenous 
population of 5 million—55 percent of the nation's total—fled Guatemala in the wake of 
the massacres, with the vast majority heading first for Mexico's southernmost state. 
Remaining there in Chiapas for a number of years were an estimated 100,000 to 200,000 
Mayan refugees, of whom 46,000 found shelter in UNHCR funded camps. Miller, 
examining a sample of 58 Guatemalan Mayan children in these border camps, elicited 
empirical data that demonstrated minimal psychological sequelae to the stressors faced. 
The investigator buttresses these findings with phenomenological data from the children, 
including on "sociocultural" topics. Ultimately, lack of evidence of "psychological 
trauma" in the sample is explained as not necessarily indicative that the early experiences 
of the Guatemalans fleeing their homeland failed to be disturbing for some, or perhaps 
most of the children. Indeed, there is little doubt that for many families the journey was 
stressful. In the absence of traumatic sequelae, however, Miller speculates about 
potential variables that might have aided the children in recovering from the impact of the 
early exposure to stressors. His discussion focuses on the protective factors represented 
by Mayan culture: maintenance throughout flight of certain extended family structures, 
including not only relatives but other members of their communities; preservation of a 
"sense of continuity and community... despite . . . massive dislocation" (p. 98); and 
avoidance of acculturation with local Mexican society, due in part to the camps' 
78 
geographic isolation, which in turn, may have afforded refugee life a protective vestige of 
"internal cohesion and community" (p. 98). 
The issue of acculturation itself is one that has been considered in terms of its 
psychosocial implications as a form of adaptability. Defined in terms of cultural 
exchange that involves "continuous, first-hand contact" among distinct cultural entities, 
acculturation may be used to refer either to the process of dealing with this exchange or 
to its outcome (Berry, 1991, p. 21). Beyond identifying an individual form of this 
process, called "psychological acculturation," Berry (1991), from a vantage point of 
cross-cultural psychology, classifies different strategies of adaptation as a process to 
cultural dissimilarity that lead to differing variants of adaptation as an outcome. Three 
such strategies—adjustment, reaction, and withdrawal, each differing from that of 
assimilation—have important ramifications for the war refugee's well-being. Imposing 
assimilation as a de facto protective factor for refugees as individuals or communities, the 
host culture may demand virtual abdication of the child's native values and cultural 
practices in exchange, for instance, for economic survival. Yet this requirement of the 
host culture inhibits both adjustment and access to critical "cultural defense 
mechanisms," in deVries' terminology, thereby generating extreme cognitive dissonance 
for the individual and the collective. Rather than affording protection, such a situation 
undermines coping skills and potentially results in reaction or withdrawal on the part of 
the individual refugee—particularly the unaccompanied minor—and marginalization of 
the community in exile as a whole. 
The notion that keeping cultural practices intact may serve to prevent disturbance, 
in the context of massive violence, that informs Miller's work among Mayan children 
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(Cairns & Dawes, 1996) has also been scrutinized in association wim groups of children 
to survive the untold devastation that has swept across Somali and the Sudan in recent 
decades. Rousseau and associates (1998), working in Canada with unaccompanied 
refugee children from northern Somalia, utilize ethnographic data to demonstrate the 
protective potency of certain key cultural practices from that region. Information 
collected through unstructured and semi-structured interviews with 10 male adolescent 
Somalis suggests to Rousseau and colleagues that these adolescents' survival without 
adult intervention may be attributed in part to experiences during boyhood that are 
universal within their nomadic society of origin. Typically, a boy of age 12 in the 
youths' traditional culture assumes a role as a dabadonn, or apprentice camel driver. 
Enduring at this early age prolonged separations from parents and other adults, the boys 
adapt to the cultural norm of avoiding food and drink all day, and only imbibing at day's 
end after milking the beasts. Traditionally, enhanced social status emerges in tandem 
with this learned self-discipline. Hence, culturally proscribed meanings regarding the 
strength of repressing fear and surmounting deprivation, here refined into a culturally-
specific developmental landmark, are interpreted by the authors as an adaptive "learning 
process, imbued with mobility and geographical instability" as well as "precocious 
separation from the family nucleus" (p. 622). Likened by the authors to an initiation rite 
that permanently implants a "memory of fatigue and hunger" (p. 621), this Somali 
nomadic tradition effectively prepared these 10 young refugees for a wholly non-
traditional set of torments: the rudiless harassment and escalating attacks of rival 
warlords that have devastated and demoralized their homeland, followed by their flight 
half-way across the earth to Canada. 
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A parallel set of cultural beliefs and socialization practices directed toward 
children at an even earlier developmental stage may explain the extraordinary 
perseverance of certain young Southern Sudanese, whose villages have been a target of 
military assault for nearly two decades (Zutt, 1994). (Resettled South Sudanese 
adolescents constitute the target population for the program design that follows this 
literature review.) The Machel study, published in 1996, singles out this "large group of 
unaccompanied boys" for being "remarkably resilient," in undertaking a harrowing 
journey to Ethiopia on foot (Par. 173). Having been socialized, commonly from the age 
of 5 or 6, to survive without adult supervision or support in nomadic cattle camps, tens of 
thousands of these unaccompanied minors—about 90 percent of them male—had set out 
alone, or in throngs, fleeing the "holy war" waged by the National Islamic Front 
government in Khartoum (Human Rights Watch, 1995). Their flight led them to 
Ethiopia, where they set up encampments, first with temporary shelters akin to those they 
had constructed in the cattle camps. Notwithstanding burgeoning support from such aid 
organizations as Radda Bamen (Swedish Save the Children), providing the refugees 
access to internationally sanctioned camps, the collapse of the Mengitsu regime in 
Ethiopia made short shrift of the young Sudanese's protection. Violent attacks on their 
camps forced them back to the southernmost Sudan, where many died of starvation, and 
eventually to Kakuma, a densely populated refugee camp in northern Kenya. Along the 
way thousands were slain by soldiers or taken as wild animals' prey; many drowned, or 
died of malnutrition or disease. Among those who survived the thousand-mile ordeal and 
nearly a decade following in Kakuma, some 3,800 were resettled in the United States in 
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2000 and 2001, constituting the largest resettlement of unaccompanied refugee minors in 
U.S. history (Corbett, 2001; U.S. Committee for Refugees, 2002). 
It is virtually unthinkable that these young people, many of whom began their 
flight before reaching age 5, would have been able to survive such a succession of 
calamities without drawing importantly on ''culture-specific coping skills," developed 
early in the cattle camps (Summerfield, 2000, p. 426). The culture's regard for stoicism 
in the face of deprivation—heightened by a collective sufficiency, developed among boys 
herding cows and goats far from their home villages—promoted patterns of self- and 
group-reliance that have served as enduring protective factors for these children (Tefferi, 
1996). 
Apparently, their resilience has extended well beyond physical survival to 
incorporate stable mental health, as well. Data collected in 1988 and 1989 by 
psychosocial specialists in the Ethiopia-based Pignudo refugee camp—63 percent of 
whose over 21,000 residents were between the ages of 6 and 15, and only 2.5 percent 
female—indicate that only about 1 percent (N=173) of the minors in the camp were 
treated as "mentally disturbed children" (Radda Barnen, 1994). The Swedish aid agency 
running Pignudo subsequently undertook a vast study into the children's mechanisms for 
coping with stressful experience there, along with an assessment of the impact of agency 
programs on children's well-being. A dozen specially selected and trained adult refugees 
collected qualitative information by conducting interviews continuously over a period of 
more than 2.5 years. With data amassed on 14,818 subjects in all—13,356 of these 
recorded on files and computerized—the authors note that "it is believed that there exists 
no other such extensive interview materials dealing with war-affected Third World 
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children" (p. 36). Results disclose infrequent PTSD symptoms, presenting in no more 
than 2 percent of the children. Augmenting this evidence of the South Sudanese 
children's resilient capacity to recuperate from exposure to atrocity, the authors indicate 
few reports of severe somatic difficulties, in terms of headaches or stomachaches. 
Moreover, of all children interviewed, 69 percent reported that they were "very 
rarely/never" frightened, with 58 percent "very rarely/never" having problems falling 
asleep. 
Attribution of Meaning as a Factor of Protection 
Surviving atrocity, flight, and what Rousseau (1995) refers to as the "events and 
losses indissociable from the refugee experience" (p. 316) is believed to require that 
children "integrate," or make some cognitive and affective sense of, what they have 
endured and may still be enduring. The culture of origin may strongly inform that 
integration process, as among the Southern Sudanese, whose socialization in the cattle 
camps provided a frame for comprehending the travails of being far from home, safety, 
and sustenance. Whether such attributions of meaning are informed by cultural or 
communal norms, values, and ideologies, or by projections and fantasies—interpreting 
events is a dynamic process with implications toward the child's physical and 
psychological survival: In many cases, it seems, violence must be actively understood in 
order for it to be endured. No matter how "mindless" organized violence may seem to an 
adult observer, children are likely to "construct their own meaning out of such 
experiences" (Cairns, & Dawes, 1996, p. 131). 
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Even symbolization through fantasy may enable children to erect a fortress in the 
mind that defends them from the worst psychological effects of violence. Pynoos and 
Eth (1986) thus have focused attention to marshalling children's "inner plans of action," 
or internalized thoughts of four distinct kinds that aid children in coping with the effects 
of violent events in their immediate environment: altering the precipitating events; 
undoing the violent act; reversing the lethal consequences; or gaining safe retaliation. 
Such fictions amount to potentially vital inner resources for overcoming the sense of 
helplessness that may accompany exposure to the stressors of war. In the opinion of 
Pynoos and Eth, who developed a 90-minute therapeutic interview for use with child 
witnesses to various kinds of urban violence in the U.S., the sharing of these otherwise 
suppressed interior monologues about actions imagined but not taken in defense of the 
self or others also helps offset "lingering feelings of personal responsibility" (p. 310). 
In the context of organized violence and war, assuming an active role, either 
imaginally or in actuality, may amount to a vital protective factor in children. The 
Machel study acknowledges the importance of this action to children's psychosocial 
health. In challenging policy-makers to view adolescents, in particular, as capable of 
creative problem-solving, die U.N. study, appropriately, contrasts this level of activity 
with the passivity conventionally expected of children, whose designated status as 
"victims" of war may reinforce feelings of powerlessness. These latter feelings 
sometimes constitute a driving force in the escalation of conflict, for as the Machel study 
indicates, young people deprived of basic resources frequently take up arms precisely to 
overcome the degradation of perceived impotence. Working with Bhutanese refugees in 
camps located in Nepal, Hinton (2000) supports the notion of children as "active social 
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agents who, with surprising skill, create their own behavioural repertoires" (p. 201). 
Observing the "flow" of assistance from child to adult within the refugee camp 
environment, she counters the image of the refugee child as solely a "recipient" of aid, 
and specifically questions the accuracy and usefulness of Western aid agency 
assumptions that children invariably depend on adults for their definition of events 
around them. The lack of autonomy and growing sense of dependency that typically 
accompany war and displacement to sites where earning a living may be virtually 
impossible effectively inhibit self-efficacy. Yet, as Hinton's observations would indicate, 
younger children too may prefer actively helping to being passive in a time of crisis. 
Indeed, research suggests that having the option "to play an active role and to exert some 
control over one's individual responses to war stressors may have important eventual 
consequences on children's outcomes" (Jensen & Shaw, 1993, p. 702). 
A number of investigations focus on adaptive mechanisms and resiliency 
associated with children's active pro-social engagement in times of war. Gender 
differences in the character and structure of such resilience may account for Garbarino & 
Kostelny's (1996) paradoxical finding that in the course of the Intifada, Palestinian girls 
from "high-violence areas" demonstrated significantly lower levels of total problems than 
those from "low-violence areas." Concluding that amid "highly patriarchal" family and 
community structures, the social disruptiveness of ongoing political violence apparently 
"exerted a liberating influence on girls" (p. 42), enabling more risk-taking and 
independence than is traditionally permitted them, the authors further explain such 
independence and release from "overprotection" as associated with girls' resiliency 
generally. Resiliency for boys, by contrast, is associated with "structure, rules, parental 
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supervision, and an adult male role model" (p. 42). A research team working in both 
Lebanon (Macksoud, & Aber, 1996) and post-occupation Kuwait (Macksoud et al., 1996) 
finds in children exposed to war stressors growing sensitivity expressed in terms of 
altruism and self-sacrifice. Enhanced concern for the pain and suffering of others is 
linked as well in these studies with efforts to protect the vulnerable, and to condemn 
injustice. In psychoanalytic discourse, such altruistic behavior amounts to a "higher 
order" defense mechanism for coping with the anxiety of loss and continuing threat 
(McWilliams, 1994), and indeed, Macksoud and Aber explain the children's tendency to 
opt for a humanitarian stance as an effective "way of mastering their own feelings of 
pain" (p. 84). 
In addition, children's understanding of the meaning of the violent stressors to 
which they are exposed has been associated with their subjective experience and analysis 
of that violence. Comparing a series of studies conducted between 1986 and 1992 to 
examine South African Black youths' perceptions of township life and the manifestations 
of civil conflict encountered there, Straker, Mendelsohn, Moosa, and Tudin (1996) find 
differences in impression depending on the historical moment. The researchers look at 
studies undertaken during three distinct periods: a time of extreme violence in 1986-
1987, including what is commonly known as the "seven day war"; a hiatus of relative 
calm in 1988-1989; and during 1990-1992, a visitation of so-called Black-on-Black 
conflict, when, according to the authors, the apartheid regime ostensibly withdrew from 
direct involvement in repressive violence and implemented clandestine ways of 
propagating conflict within the Black community itself. At each stage (that is, in 1987, 
1989, and 1992), the researchers utilized a checklist detailing various types of 
86 
intimidation and violence, asking comparable samples of respondents to note which they 
had experienced personally during the previous year. Significant differences emerge in 
the analysis with regard, for example, to the experience of arrest and detention, or the 
witness of "necklacing." In all three contexts, however, the youths—residents of the 
densely populated, highly politicized, and extremely poor Alexandra township—reported 
high levels of exposure. In no year did fewer than two-thirds report witnessing a killing. 
Nonetheless, there were wide disparities in the proportion of youths terming such 
violence troubling. In 1987, only 9 percent reported the violence as problematic, while 
69 percent reported exposure to a killing. In 1992, when violence took on an internecine 
quality that seemed to defy political interpretation, 76 percent viewed the violence as 
problematic. The authors conclude that the difference in perception is intrinsically linked 
to the repressive apartheid regime's success in "fighting battles by proxy" (p. 53). Events 
that in earlier years had been imbued with transcendent meaning associated with the anti-
apartheid struggle, once transformed into apparent manifestations of intracommunity 
conflict and criminality, evoked a sense of danger not experienced before. Lacking 
ideological resonance, violent conflict became by 1992 a source of intense preoccupation, 
with subjects experiencing heightened hypervigilance, as a result. Analysis of parallel 
findings in Northern Ireland has yielded a similar hypothesis: that children will 
differentiate between "violence for a just cause" and violence "perceived as unjust" 
(Gibson, 1989, p. 662). Apparently, perceptions of justice affect emotional and 
psychological outcomes. 
A number of other investigations, primarily issuing from die Middle East, 
examine the role of ideology in the dynamic interaction between exposure to political 
87 
violence and psychological endurance (Boothby, 1992). A chief proponent of the 
cognitive-behavioral approach to the treatment of torture survivors, Metin Basoglu, in 
leading some of the more sophisticated and rigorous empirical studies of the physical and 
psychological sequelae of torture, has helped establish ideology as a critical protective 
factor for survivors of politically-motivated violence. Basoglu and colleagues (1994) 
matched 55 Turkish political activists who had been tortured with an equivalent number 
of activists who had not been tortured and demonstrated that the survivors had 
significantly more symptoms of PTSD, anxiety, and depression than the comparison 
subjects. A follow-up study, adding to the previous two groups a cohort of 55 
nontortured and politically uninvolved controls, supported a finding that the activists' 
ideological disillusionment with the construct of the "benevolent state" may have 
shielded them from the brunt of state-perpetrated torture's worst effects (Basoglu et al., 
1996). A subsequent follow-up (Basoglu et al., 1997) compared the 55 tortured political 
activists with 34 tortured non-activists. While the latter had endured less severe 
exposures, they nonetheless showed a significantly greater degree of psychopathology as 
measured by PTSD and other symptoms. The findings in these studies lend support to 
the hypothesis that political idealism itself, coupled with knowledge about torture (a 
commonplace amid Turkey's repression) and preparedness for it on the part of the 
informed activists, may inoculate against severe sequelae. As a corollary, the findings 
suggest that unpredictability and uncontrollability may amplify the effects of trauma, an 
idea all too familiar to torturers worldwide who exploit seeming randomness to 
frightening effect. 
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It is not adults alone who are targeted for organized violence of the kind meted 
out by Turkey's torturers, since, as the Machel study emphasizes, "children may also 
identify with and fight for social causes, religious expression, self-determination or 
national liberation" (Par. 43). Among the Tibetan children in Dharamsala, strong 
Buddhist beliefs, coupled with such other ideological concerns as the sense of 
participating in their nation's righteous struggle with an occupying oppressor have been 
deemed to hasten recuperation from the effects of traumatic exposure (Servan-Schreiber 
et al., 1998). South African activist youth, finding meaning in their suffering, have been 
found more capable of coping with detention than non-activist peers (Mendelsohn & 
Straker, 1998). Bosnian children with a family member involved in combat situations 
displayed significantly less numbing and arousal symptoms than did fellow children 
without such direct links to the war—a sense of protection perhaps heightened through 
identification with the politico-historical cause (Geltman, Augustyn, Barnett, Klass & 
Groves, 2000). For Israeli children with "weak ideological commitment," war exposures 
during the Intifada were associated with increased insecurity, sense of personal failure, 
depression, and anxiety; while no such relationship between exposure to violence and 
psychological sequelae was identified in those children demonstrating a "strong" 
commitment (Punamaki, 1996). 
Punamaki (1996), as certainly the most extensive contributor to research on 
children's efforts to accommodate to sociopolitical hardships through force of ideological 
allegiance, succinctly explains the relevance of such commitment to the mental health of 
children of war: 
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Keeping one's inner integrity and contributing to the realization of 
important goals are major sources of satisfaction and can mitigate the 
negative consequences of traumatic events, (p. 55) 
Having studied the ideological determinants of traumatic sequelae in young Palestinians 
(see p. 21 in this text) as well as Israelis, Punamaki (1996) finds in Bettelheim's (1961) 
observations on his experience in Dachau and Buchenwald a parallel effort to attribute 
meaning amid terrible conditions of political violence and war. The psychoanalytic 
theorist noted that the two types of inmates proving the least psychologically vulnerable 
to the horrors of the concentration camp were communists and devoutly religious Jews. 
Both sub-groups interpreted their suffering as indication of a special destiny, whether as 
evidence of their powerful political threat to Nazi domination or their chosen prominence 
in their deity's plan. 
Ideology, thus, amplifies the strength of in-group identity and out-group rejection 
(Cairns & Dawes, 1996), and may enable children to construe political violence 
positively, as they advance, for example, a religious or sociopolitical interpretation for 
the rush of events around them. Punamaki (1996) draws on the work of Bettelheim and 
other psychoanalytic precursors in defining the utility of "the enemy," which in its role as 
"the focus of fear and hate, as well as the target of displacement and projection of one's 
own undesired impulses" (p. 56), extends the protective function of ideological 
commitment. Examining a similar aspect of ideology as a "psychological resource," 
Garbanno (1992) points to the enormous challenge in working with children of war to 
increase "morale and resilience without spawning fanaticism and intransigence" (p. 17). 
As Garbarino suggests, there is an inherently dangerous duality in a protective factor that 
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may serve at once not only to "truncate" children's moral development, but to prolong 
political conflicts and impede settlements. Notwithstanding its relevance in the 
generation of resilience in children of war, ideological commitment presents a proverbial 
double-edged sword, for the prolongation of conflict inevitably implies a cycle of 
exposure among more, and perhaps younger, children to the destruction and terror of 
uprooting, deprivation, and war. 
Models for Psychosocial Responses to the Stressors of War 
It is apparent that the interaction of risk factors, protective factors, and the 
multiple stressors of the war environment may generate a wide variety of responses 
relative to subjects' psychosocial health. It is furthermore beyond doubt that in both 
popular and academic discourse, trauma is the reaction of primary interest, often to the 
exclusion of other equally plausible explanations for the same manifest phenomena. Yet, 
as the literature surveyed thus far would indicate, exposure to stressors in contexts of war 
and organized violence is, at most, differentially associated with mental health 
symptomatology and other, more adaptational outcomes (Papageorgiou et al., 2000). 
Inconclusive findings suggest to some a need for a more nuanced explanatory 
model. Pynoos and Eth have differentiated in their research-based observations between 
quite distinct sorts of response to stressors of two kinds, both of which may be common 
experiences for children of war (Ahearn & Athey, 1991). These investigators have 
identified "the trauma syndrome" as typical among witnesses to the violence of murder, 
and "the grief syndrome" among children who have lost a parent. Elsewhere, 
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expounding on distinctions between the two, Pynoos and colleagues (1996) point to the 
failure of the psychosocial literature on children to discriminate between posttraumatic 
stress symptoms and grief reactions, and to consider interactions between them. Despite 
this research deficit, the authors note consistent findings that posttraumatic stress 
reactions interfere in the grieving process by redirecting attention toward the 
circumstances surrounding the death. In doing so, according to Pynoos and colleagues, a 
posttraumatic stress reaction may thwart the child's best efforts "to address the loss and 
to adapt to subsequent life changes" (p. 341). 
Indeed, it is by definition that trauma would impede such integration and 
movement toward health. Emerging from the work of Sigmund Freud, particularly as 
reinterpreted by his daughter Anna Freud, a "traumatic event"—akin to what this thesis 
terms exposure to a stressor—is conceptualized as an external occurrence of sufficient 
intensity and suddenness to overwhelm and defy the child's capacity either to master it or 
cope witii it (Macksoud, 1992). Commonly distinguished from the "stressful event," the 
traumatic event, due to its force and character, is by definition capable of generating 
disturbance in the majority of children, regardless of their "prior vulnerabilities or coping 
resources" (Macksoud, 1992, p. 2). Pynoos and colleagues (1996) support this 
understanding by citing Sigmund Freud's developmental taxonomy. In "Inhibitions, 
Symptoms and Anxiety" (1926/1959), Freud defined a traumatic situation as one where 
"external and internal, real and instinctual dangers converge" (p. 168). Elaborating on 
this definition from their psychodynamic forbear, the present day authors observe, in 
addition, that: 
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In traumatic situations, the experience of external threat involves an 
estimation of the extreme magnitude of the threat, the unavailability or 
ineffectiveness of contemplated or actual protective actions by self or 
others, and the experience of physical helplessness at irreversible 
traumatic moments. The experience of internal threat includes a sense of 
inability to tolerate the affective responses and physiological reactions, as 
well as a sense of catastrophic personal consequence, (p. 338) 
Traumatic stress, it would seem, involves not merely the size of the threat, or probability 
of risk, but the character of the exposed individual's response, including the meaning 
attributed to events, which potentially amounts to a protective factor. Utilizing various 
models—most notably the psychiatric construct, PTSD—these and other contemporary 
developmental researchers and theorists therefore evaluate the internal interpretation and 
symbolic attributions related to traumatic exposure, in addition to various emotional 
responses and autonomic reactions. It is understood that exposure to even a stressor 
considered of high severity may be insufficient in itself to produce psychopathology. 
Explanations of dysfunction therefore necessarily involve multi-factorial analysis. 
PTSD. the "Medical Model" 
Posttraumatic stress disorder, or PTSD, is a clinical diagnosis that reflects "an 
initially adequate reaction to danger, which becomes pathological if it does not disappear 
after the danger is gone" (Gersons & Carlier, 1992, p. 742). As delineated by the 
American Psychiatric Association (2000), hereafter "APA," in its current taxonomy of 
mental disorders—the DSM Fourth Edition, Text Revision, or DSM-IV-TR—PTSD 
constitutes the foremost model of psychopathology associated with exposure to a 
traumatic stressor. In designating diagnostic criteria for all APA-established mental 
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disorders, the DSM is fundamental to psychiatric nosology, as to the assessment and 
treatment of mental illness. A valuable psychodiagnostic tool for mental health 
professionals, the DSM classification system enables detection of problems for which 
therapeutic intervention may prove effective, while proffering indicators to distinguish 
physiologically-based presenting problems that might necessitate pharmacological 
treatment (Rousseau, 1995). 
Current DSM criteria for PTSD dictate that in order to merit this diagnosis, an 
individual would have to have been exposed to a "traumatic event" such that both of the 
following were true: 
(1) the person experienced, witnessed, or was confronted with an event or 
events that involved actual or threatened death or serious injury, or 
a threat to the physical integrity of self or others 
(2) the person's response involved intense fear, helplessness, or horror (p. 
467). 
An exception in the second of these parameters—that regarding response—is made for 
children, in whom, "this may be expressed instead by disorganized or agitated 
behavior" (p. 467). Consequent to the encounter with a traumatic event, the individual 
must further display persistent symptoms from each of three discrete symptom 
clusters: intrusive recollection or re-experiencing; avoidance or numbing of response; 
and hyperarousal. In addition, the diagnosis requires symptoms, causing "clinically 
significant distress or impairment" (p. 468), to have been present for at least a month. 
As with many other disorders in the DSM, such impairment or distress would 
specifically affect "social, occupational, or other important areas of functioning" (p. 
468). The taxonomy further identifies an acute variant of PTSD on the basis of 
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symptom expression enduring less than three months, while chronicity in the disorder 
involves symptoms lasting three months or more. "Delayed onset" may sometimes 
occur, and is defined in terms of symptom expression six months or more post-
exposure. 
In their analysis of the applicability of the PTSD construct to refugees, Friedman 
and Jaranson (1994) survey the three symptom clusters, and note that intrusive 
recollections are "perhaps the most distinctive and readily identifiable symptoms of 
PTSD" (p. 209). Nightmares, daytime fantasy, or other re-experiencing—PTSD 
flashbacks—such that the precipitating event seems to be recurring in the present, may 
powerfully evoke terror, grief, and despair. What the authors refer to as "trauma-mimetic 
stimuli" (p. 210) systematically trigger immediate recollections that potentially 
overwhelm other cognitive and affective functions, inducing serious psychological 
distress. In young children, repetitive play that expresses aspects or themes of "the 
trauma" counts as a recollecting symptom, according to the DSM-IV-TR, as does the 
occurrence of "trauma-specific reenactment"; moreover, in children, "frightening dreams 
without recognizable content" may substitute for adults' "recurrent distressing dreams of 
the event" (p. 468). Friedman and Jaranson explain the avoidance/numbing cluster in 
terms of symptoms that represent "behavioral, cognitive, or emotional strategies" through 
which persons with PTSD attempt to escape re-exposure to trauma-mimetic stimuli, or, 
"if exposed, attempt to minimize the intensity of their psychological response" (p. 210). 
In short, this cluster registers how persons with PTSD avoid any experience likely to 
serve as a reminder of the traumatic exposure. Finally, symptoms listed in the 
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hyperarousal category are similar to those of other anxiety disorders—a fact the authors 
point to as explaining DSM classification of PTSD itself as an anxiety disorder. 
It should be noted that the World Health Organization's (WHO's) 10th revision of 
the International Statistical Classification of Diseases and Related Health Problems 
(JCD-10) provides similar diagnostic criteria for PTSD. The ICD-IO is utilized by many 
clinicians worldwide who assess and treat refugees and others having suffered exposure 
to the stressors of war and organized violence (Friedman & Jaranson, 1994). There are 
few differences between the DSM and ICD-10 diagnostic criteria for PTSD, although the 
latter nosological framework is considered slightly less restrictive. Whereas the DSM 
includes both avoidant and numbing symptoms among its criteria, the WHO manual 
includes only the former. 
PTSD: History of a Diagnosis 
The APA introduced PTSD as a diagnosis in 1980 with the publication of the 
third edition of the DSM (i.e., DSM-III). PTSD's establishment as a diagnostic construct 
emerged through the efforts of a relatively small committee of clinicians, and came 
largely in recognition of "the psychic consequences of war," particularly the experiences 
of Vietnam veterans (Gersons & Carlier, 1992, p. 742). The committee, in fact, relied 
heavily on descriptions of the symptoms of World War I era combat veterans that formed 
the core of psychoanalyst Abram Kardiner's (1941) clinical and theoretical landmark, 
The Traumatic Neuroses of War (Van der Kolk, 1996b; Herman, 1992). Profiles among 
survivors of the bombing of Hiroshima and those of concentration camps, which were 
compared and found identical, apparently influenced the committee's thinking as well. 
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Moreover, parallel clinical findings among disaster survivors and U.S. veterans of the 
Vietnam war further supported the group's diagnostic emphasis on intrusions, avoidance, 
and hyperarousal. 
In affording these more recent veterans and survivors eligibility for psychological 
care (Turner & Gorst-Unsworth, 1990), the new psychiatric construct opened up the 
possibility of compensation claims, and thus served a socioeconomic function in a 
particular historic moment (Gersons & Carlier, 1992). The AP A imprimatur on the 
incipient diagnosis, in turn, stimulated additional studies to validate PTSD's relevance 
(Van der Kolk, 1996b). In time, researchers supporting the diagnostic entity would point 
to biological investigations "demonstrating the association of PTSD with alterations in 
sympathetic nervous system arousal, the hypothalamic-pituitary-adrenocortical axis, the 
endogenous opioid system, and the sleep cycle" (Kantemir, 1994, p. 400). 
It is well beyond the limited purview of this thesis to provide more than a cursory 
mention of the psychobiology of posttraumatic stress. Nonetheless, reference to the 
history of biological investigations that informed the establishment of PTSD as a 
diagnosis is pertinent to this project. In their chronicle of relevant precursors in military 
psychiatry, Gersons and Carlier (1992) list a number of diagnostic precedents: "irritable 
heart of soldiers," "combat neurosis," "war neurosis," and "shell-shock" (p. 743). The 
authors point to the British practice during World War I of utilizing hypnosis in clinics 
located just behind the front lines to facilitate swift reinstatement of soldiers suffering 
shell-shock from battle exposure; this procedure enabled a cathartic reliving of painful, 
suppressed emotions and experiences, and a subsequent return to homeostasis. 
Throughout the twentieth century, increasing physiological research ensued regarding 
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human reaction to impending danger and this central notion of homeostatic recovery. In 
the 1970s, according to the authors, the concept of "heterostasis" came to the fore, 
"thereby indicating the existence of an area between 'maintaining a normal equilibrium' 
and 'succumbing to a physical and mental breakdown'" (p. 744). An individual with a 
"physio-neurosis" (p. 745) such as PTSD might thus remain mobilized in a state of 
heterostasis long after the original threat's disappearance, particularly given the 
neurobiological substrate for PTSD's intrusive and hyperarousal symptom clusters 
(Friedman & Jaranson, 1994). 
Physiological findings disseminated by Bessel Van der Kolk in the 1996 
anthology, Traumatic Stress: The Effects of Overwhelming Experience on Mind, Body, 
and Society, which he edited along with Alexander C. McFarlane and Lars Weisaeth, 
may also meaningfully inform this discussion of the impact on children of exposure to 
war stressors. Van der Kolk (1996a) observes that, "Trauma seems to affect people on 
multiple levels of biological functioning" (p. 215). His explication of the various 
physiological substrata of posttraumatic reaction includes description of the effects of so-
called "stress hormones"—endogenous neurohormones, released in response to stress, 
that rally an organism's energies to counteract the effects of a stressor. Chronic, 
persistent reactions to exposure may impede the effectiveness of neurohormones' stress 
response. Indeed, the frequent re-experiencing or re-enactment of the traumatic event, 
whether through flashbacks or repetitive play, may induce the re-release of these 
hormones, thereby physiologically exciting enhancement of what Van der Kolk terms a 
"memory trace." He observes that reinforcing the hormonal feedback loop in this way 
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may, in turn, exacerbate a subject's symptoms, stimulating an escalating cycle of 
affective and behavioral disturbance. 
Typically, according to Van der Kolk (1996b), traumatic exposure's problematic 
influence on the regulation of such affective states as anger and anxiety simultaneously 
increases an individual's vulnerability to pathological attempts at self-regulation. Eating 
disorders, self-multilation, and substance abuse may follow. Alexithymia, the loss of 
capacity to put feelings into words, frequently accompanies hyperarousal, moreover, and 
dissociation and somatization are also associated symptoms. In addition, a range of 
"characterological" problems may arise, commonly as a consequence of the "failure to 
establish a sense of safety and security" (p. 185). Difficulties coping with interpersonal 
conflict, for example, are amplified often by shame or self-contempt. Clinging, excessive 
dependence, and their opposite—social isolation that impedes mutually satisfying 
relationships—are potential expressions of such fundamental problems with "self-
efficacy." 
Psychosocial and physiological research on the applicability of the PTSD 
diagnosis in children has been relatively meager, however (Pynoos & Nader, 1993). 
Despite PTSD's entry into the psychiatric lexicon in 1980, no child-specific diagnostic 
criteria were promulgated until die appearance of DSM-III-R eight years later. These 
child-specific revisions appeared some four years after Terr's landmark assessment of the 
survivors of die Chowchilla school bus kidnapping—the first longitudinal study to 
confirm the existence of PTSD in children (Dyregrov & Raundalen, 1987). Amendments 
to the diagnostic criteria stimulated a burgeoning of research particular to the 
posttraumatic experiences of children, along with an advance in relevant clinical work 
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(Ahmad et. al, 2000). Terr's work, as well as that by other pioneers in the field of PTSD 
research in children, identifies symptoms outside the DSM definition that appear to be 
child-specific reactions to traumatic stressors. Included are the following: 
(1) an increase in attachment behavior toward parents or siblings; 
(2) the presence of separation anxiety symptoms; 
(3) loss of recently acquired developmental skills, especially among 
younger children; 
(4) fear of the recurrence of the trauma; and 
(5) feelings of guilt over surviving the traumatic event, especially among 
older children. (Macksoud et al., 1993, p. 627) 
This classificatory progress notwithstanding, the volume of cumulative PTSD research on 
child subjects is not large, and, particularly given the developmental issues that confound 
research design for children, findings lag behind those relevant to adults (Arroyo & Eth, 
1996). The possibility of PTSD's delayed onset only complicates matters further in terms 
of research design, for absence of symptoms at one stage of development does not 
guaranteed their absence later, years after initial exposure (Sack et al., 1999). Moreover, 
as questionnaires employed to assess presence of the disorder are deemed in need of both 
empirical and philosophical refinement (Arroyo & Eth, 1996), extant diagnostic schemas, 
especially for children, have been criticized as insufficiently validated, even for young 
people from the industrialized North (Servan-Schreiber et al., 1998). Largely as a result, 
advancement has been hampered beyond the identification of a PTSD symptom profile 
for children mirroring that of adults with the disorder—that is, with re-experiencing, 
avoidant behaviors, and increased arousal states. 
Although research on children's PTSD has emphatically not kept apace with that 
on adults, findings cited earlier relating to symptom expression in children exposed to 
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war stressors are indicative of a growing body of literature pertinent to this discussion. 
Comparing research studies from varied cultural contexts and with differing 
methodologies may be problematic (Richman, 1993). Yet recent investigations that 
deliberately apply the PTSD construct to childhood trauma, and more specifically to 
children exposed to stressors of war, organized violence, and displacement, emerge from 
a wide geographic range that reflects die near global reach of civil and international 
conflict. Generally, these studies concur with the conclusions of Hicks and colleagues 
(1993) that "children exposed to mutilation, death, and personal abduction have been 
found to have significantly higher PTSD symptoms than refugee children from the same 
culture who were protected from war violence" (p. 77). The authors' related inference 
that such exposure in childhood may lead to significant mental health problems that 
require attention later is supported—including by data from the DSM-IV "field trials" for 
PTSD. According to Van der Kolk (1996b), who played a role in these investigations to 
authenticate the disorder's diagnostic criteria, results confirmed that the earlier in life the 
traumatic exposure and "the longer its duration, the more likely people were to have 
long-term problems with the regulation of anger, anxiety, and sexual impulses" (p. 187). 
Many researchers find therefore mat the impact of war on children merits description in 
terms of psychopathology. 
Research Findings Related to Application of the PTSD Model with Children of War 
Investigators working in several regions of the world have applied the psychiatric 
model toward investigating children's responses to war and organized violence. Themes 
emerging in the resultant body of literature involve such issues as: (a) distinctions to be 
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drawn between war and violence exposures of various types; (b) PTSD's comorbidity 
with other mental disorders, most commonly depression; (c) differences between acute 
and chronic reactions to exposure, and their reflection in subclinical and clinical levels of 
symptom expression; (d) the utility of available psychometric instruments; and (e) the 
possible existence of a "dose-effect relationship" between exposure and symptomatology. 
Beyond these interrelated thematic trends in the research, the question of the 
generalizability of findings from one situation or culture to another that may be quite 
unlike that investigated is addressed at least by implication in all such inquiries. Inherent 
in this problem, moreover, is an underlying question regarding PTSD's transcultural 
validity. 
Numerous investigators hypothesize differential relationships between the 
magnitude or proximity of the stressor and the degree of symptomatic response. If the 
"classic work of Pynoos and Eth" is to be believed, such correlations are apparently 
strongest with regard to symptoms from the numbing cluster (Geltman et al., 2000, p. 
259). It is perhaps not incidental that, according to Friedman and Jaranson (1994), 
ethnocultural factors are likely to have greatest impact on this same avoidant/numbing 
cluster of symptoms. In postulating the universality of posttraumatic stress syndromes, 
moreover, which "may differ in their specific expression from one ethnocultural setting 
to another" (p. 216), Friedman and Jaranson distinguish between the avoidance / numbing 
criteria and those of hyperarousal and intrusion, both of which seem to have a 
neurobiological basis that may yet be "modified" through ethnic inheritance. 
A recent study of Bosnian children underscores the particular role of these 
numbing symptoms. In 1996 Geltman and colleagues at a Boston medical center 
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conducted a survey of 31 Bosnian refugee children, and found families reporting 
behavioral symptoms for 77 percent of the subjects. The authors' hypothesis that "those 
children with the greatest direct trauma to themselves or close family members would 
experience the greatest symptomatology" (p. 256) was born out by data showing 75 
percent of children who had directly witnessed war violence in the 12 months prior to 
interview (N=8) experiencing one or more behavioral symptoms attributed by self or 
family to war violence exposure. Of the three PTSD clusters, moreover, these same 
children showed the greatest correlations with numbing symptoms. 
Another empirical study of Bosnian refugee children, that utilized different 
psychometric instruments for identifying PTSD symptoms, yielded significance with 
regard to an association between war trauma experience and psychopathological sequelae 
in the form of both the avoidance/numbing and intrusion symptom clusters. Subjects for 
this randomized study were 95 Bosnian children, separated from their families in Bosnia-
Herzegovina and transported to Thessaloniki in northern Greece for participation in a 
psychosocial support program for these survivors of the then ongoing conflict in the 
former Yugoslavia (Papageorgiou et al., 2000). As all of this program's 1520 
participants had suffered destruction of their home, and the "absence of significant adult 
carers" (p. 85), the same was true for all subjects. Self-report questionnaires were 
completed by 95 of 96 children in the study's sample, and foster carers and participating 
teachers also completed questionnaires. Data gathered on the 28 traumatic experiences 
incorporated in Macksoud's War Trauma Questionnaire are correlated with findings from 
assessment through a battery of standardized scales: the Depression Self-Rating Scale for 
Children, the Revised Children's Manifest Anxiety Scale, and the Impact of Events Scale 
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(IES)—the latter comprised of 13 items that describe posttraumatic stress reactions over 
the prior 2 weeks. Forty-seven percent of subjects are shown to meet criteria for clinical 
depression, and 23 percent for anxiety. In addition, 28 percent of the children meet the 
IES determination for PTSD, with a significant association demonstrated between the 
number of traumatic war experiences and the avoidance and intrusion symptoms from the 
IES, thereby confirming the dose-effect relationship: 
Such a dose-effect relationship of cumulative trauma to psychiatric 
disorders like depression and PTSD has been established by a number of 
studies, and has been found to predict psychiatric disorders in later life (p. 
85). 
Beginning with Terr's differentiation of Type I and Type II "trauma reactions," 
investigations into the sequelae of traumatic exposure on children have focused on the 
consequences of variations between levels of stressors' severity, as on the dose-effect 
model. By definition, Type I traumas amount to "single-blow" exposures, preceded by 
no other comparable event (Arroyo & Eth, 1996, p. 54). Type II traumas, by contrast, 
involve long-term or recurrent exposure to extreme traumatic events, and sequelae are 
characterized by "massive denial, psychic numbing, self-hypnosis, dissociation, 
aggression toward self, identification with the aggressor, and personality changes" (p. 
54). 
Personal war injury is considered among the violent outcomes of war most 
undermining of social support and other protective factors. Investigations into the impact 
of such injury on children's mental health provide additional support for the "dose-effects 
relationship" hypothesis. A study of 322 children wounded in Croatia's recent battles 
finds the highest incidence of PTSD in those youngsters with the highest degree of 
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disability (59.3%), however, the incidence of PTSD was high (45.6%) even for those 
with the lowest degree of disability (Green & Kocijan-Hercigonja, 1998). 
Beyond helping expand and clarify this focus on the impact of war exposures by 
type, Macksoud and Aber (1996) in the previously discussed study of 224 Lebanese 
children, demonstrate a positive correlation between the number of such exposures and 
PTSD symptoms. Although the authors emphasize the differential character of 
posttraumatic responses, such that adaptational outcomes merit consideration as much as 
PTSD, certain types of war stressor are shown to increase the probability of a continuing 
traumatic stress response as well, even 10 years after exposure. These extreme stressors 
include: 
. . . being a victim of violent acts, such as being kidnapped, arrested, or 
tortured; or having lost someone close to the child and, to a lesser extent, 
being exposed to heavy shelling or combat and witnessing violent acts. (p. 
84) 
The dose-effect relationship between cumulative traumatic exposures and PTSD 
symptomatology implied in Macksoud and Aber's (1996) Lebanon study is upheld as 
well in a pair of studies of Palestinian children from the Gaza Strip in the mid-1990s 
(Thabet & Vostanis, 1999, 2000). Indeed, some 73 percent of the 239 latency-aged 
children comprising the study's sample in 1993 reported at least mild PTSD reactions— 
as quantified through the Child Post-Traumatic Stress Reaction Index (CPTS-RI)—with 
39 percent reporting moderate to severe reactions. Having experienced a tear gas attack, 
for example, or witnessed the beating or killing of a friend, showed significance in 
predicting a moderate to severe PTSD reaction. In fact, over 34 percent of respondents 
reported witnessing such a beating, and nearly 15 percent such a killing. Nonetheless, for 
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the most part these Palestinian children retained some degree of stability, thanks to their 
continued schooi attendance. Indeed, the quasi-randomized sampling for the study was 
accomplished through a process that initially included teachers screening children in 97 
elementary schools on an Arabic version of a standardized instrument (Rutter Scale B2) 
for measuring behavioral and emotional problems. The community's relative stability— 
in part contingent on the essential impossibility of relocating outside the Gaza—remained 
in evidence a year later, as well, such that only 5 of the 239 families participating in the 
initial study refused to join at follow-up. As noted above in the discussion of the function 
of time in reductions in traumatic reaction, the percentage of children reporting moderate 
to severe PTSD fell by a factor of 4—to 10—in the follow-up. Cautioning against 
misreading the significance of this drop, however, the authors concede that their 
longitudinal data come from just one follow-up evaluation. Beyond acknowledging the 
methodological weakness involved, Thabet and Vostanis observe that other research 
suggests the possibility of relapse, particularly given ongoing exposures to severe 
stressors. It is also worth noting that during the period in question, Palestinian children in 
the Gaza failed to present with a predominance of either "somatising or behavioural 
problems" (Thabet & Vostanis, 1999, p. 389). In the absence of data weighted toward 
either of these particular symptom groups, both of which the authors indicate have been 
associated with a cultural hypothesis regarding the "phenomenology of mental health and 
PTSD symptoms," this study and that conducted by the authors one year later (Thabet & 
Vostanis, 2000) certainly support the validity of PTSD in a sample from the developing 
world. 
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Assessments of some other groups of children from the developing world who 
have been exposed to the most severe—sometimes genocidal—stressors of war yield 
further data reflecting a high incidence of chronic PTSD. Ahmad et al. (2000) conducted 
one such study among children from Iraqi Kurdistan, despite circumstances in the region 
at the time of the investigation that inhibited epidemiological efforts on a wide scale. 
Included in this investigation were interviews with a homogeneous cohort of 45 surviving 
families of the "Anfal" Iraqi military operation of 1988, all of whom had been interned in 
"specially devised prisons for 4-32 weeks in extreme deprivation under torture, and 
witnessed family members being killed or who disappeared" (p. 286). As noted 
previously, the authors selected this sample to represent the most severely "traumatised" 
of children, that is, those having suffered exposure to an array of the most extreme war 
stressors. A comparison cohort of children from Iraqi Kurdistan, residing still in an 
orphanage there, provided a more "moderately traumatised" group, and samples of 
Swedish children and Kurd refugee children living in Sweden were included as well. The 
children in each sample were assessed on various instruments, enabling comparison with 
a new semi-structured questionnaire, the Posttraumatic Stress Symptoms in Children 
(PTSS-C), developed by the investigative team. Of the 23 Anfal children, 5 years after 
their traumatic exposure, for example, 22 were diagnosed with PTSD via the Child Post-
Traumatic Stress Reaction Index (CPTS-RI), a commonly utilized psychometric 
instrument. This amounts to a staggeringly high proportion of persistent PTSD in 
children exposed to extreme war stress in a developing country. While drop-outs from 
the Swedish cohorts undermined significance in some of the study's cultural findings, the 
investigative team's effort constitutes a valuable advance toward creation of a simple, 
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cross-culturally validated psychometric instrument that would enable rapid identification 
of PTSD symptoms in children in catastrophic situations. 
Providing largely unparalleled support in recent years for transcultural application 
of the PTSD construct is a set of investigations into the posttraumatic stress reactions of a 
particular group of genocide survivors, conducted by a research team spearheaded by 
William H. Sack, M.D., of the Oregon Health Sciences University in Portland (Sack et 
al., 1993; Sack et al., 1995; Sack, Clarke, & Seeley, 1996; Sack, Seeley, & Clarke, 1997; 
Sack et al., 1999; Savin et al., 1996). Central to this extensive, ongoing effort has been 
the successive interview—in 1984, 1987, 1990, and 1996—of a diminishing cohort of 
Khmer young people, most of whom as latency-aged children between 1975 and 1979 
had endured the atrocities of Cambodia's killing fields. During those fateful Pol Pot 
years, the Khmer Rouge imposed on the country a primitive Marxism, and in the process 
unleashed a genocide in which a quarter of the populace died of disease, starvation, or 
execution. Children older than age 6 were routinely forced into work camps, often 
witnessing the murder of their own family members, while they themselves suffered 
malnutrition. Many study participants had themselves escaped as unaccompanied minors 
over the Thai border, eventually resettling in the U.S. as part of a dispersed community of 
roughly 150,000 Khmer refugees. 
The team's prospective study, motivated by the "desire to know the natural course 
of PTSD across the developmental transition from adolescence to young adulthood" 
(Sack et al., 1993, p. 431), provides significant empirical data to support the persistence 
or PTSD in children and adolescents. When initially interviewed, most of the young 
Cambodians—then averaging 17 years—were attending U.S. high schools, having 
108 
arrived in the host country 1 or 2 years prior. Half of the 40 members of the sample who 
had been exposed to war stressors qualified for a PTSD diagnosis, and most of these had 
some type of comorbid depression. By contrast, none of the 6 "controls"—young 
Cambodians who had escaped their homeland prior to the regime—merited either 
diagnosis. Documenting the persistence of symptoms, the 1990 study (Sack et al., 1993) 
shows 38 percent of the original respondents still eligible for a PTSD diagnosis. Six 
years later, with only 31 of the original 46 subjects reinterviewed, the rate of PTSD 
prevalence persists, presenting in 35 percent of the reduced sample (Sack et al., 1999). 
However, in this 12-year follow-up study, a previously noted tendency for PTSD to 
fluctuate in particular patients through time (Sack et al., 1993) is coupled with the 
variability of the disorder's onset. Fully 18 percent of the 40 adolescent survivors 
developed PTSD at least 5 years after the end of the Pol Pot regime's terror (Sack et al., 
1999). Such instability in the diagnostic profile of the survivor of childhood exposure to 
extreme stressors of war and organized violence has critical ramifications for clinicians' 
intervention strategies. Given the potential for PTSD's delayed onset, it is important to 
appreciate that the disorder's absence at one point in time post-trauma does not guarantee 
its continued absence. 
PTSD's comorbidity with depressive disorders is another ongoing theme in these 
related studies, which provide groundbreaking data to support the differences in origin 
and trajectory between the two. Through interviews with 170 Cambodian youth and 80 
of their mothers, "war trauma" is found "strongly related to and predictive of PTSD, but 
not depression" (Sack et al., 1996, p. 113). In this sample, the point prevalence rate for 
PTSD of 26.5 percent is contrasted with that for major depressive disorder (MDD), at 
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12.9 percent; the rate of MDD in a randomly selected sample of Oregon high school 
students is cited as 2.6 percent, or approximately one-fifth of that in these refugees of a 
similar age. Among the Khmer adolescents, PTSD's mean duration, moreover, is more 
than 3 times that of MDD. This finding confirms an earlier one, showing that while 
PTSD appears to persist, depression generally disappears with the progression of time 
and acculturation (Sack, et al., 1993). The lessening of depressive symptoms—leading to 
what the authors term the "decisive uncoupling" (p. 436) of depressive disorders and 
PTSD through time—means that the subjects in the Khmer Adolescent Refugee Project 
studies gradually begin to show very little or no comorbidity. The authors underscore the 
distinction between this experience and the comorbidity U.S. veterans typically suffer, 
especially in terms of conduct problems, alcohol and drug use, and psychosis. 
In yet another empirical investigation, the first to examine rates of PTSD and 
depression across two generations having experienced the same war stressors, a 
probability sample of 209 Khmer adolescents and one of their parents illumines 
considerable familial concordance. While correlations are deemed consistently 
significant for PTSD—either in the clinical or a subthreshold variety—between a parent 
and her or his adolescent child, such significance is seen not to hold up with MDD or a 
subclinical depressive disorder, although a trend in this direction is detected as well. 
Acknowledging the possibility that environmental variables may account for their finding 
of intergenerational PTSD, such that PTSD concordant families "might have also 
suffered from a greater amount of reported war trauma" (Sack et al., 1995, p. 1163), the 
authors show that there is no correlation between PTSD concordance and the status of 
parents and adolescents living together at the time of the interview. Nor is the reported 
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rate of parent/child separation during the course of the war relevant to the data's 
interpretation. Secondary traumatization remains a possible explanation, according to the 
authors; however, the findings provide no direct support to a genetic hypothesis of family 
susceptibility. (The authors do report, nonetheless, on a recent empirical study of over 
4000 veterans, showing monozygotic twins more concordant than dizygotic twins for 
PTSD symptoms, with 15 to 34 percent of the variance explained in terms of genetics.) 
Perhaps supporting the Khmer Refugee Adolescent Project's finding of a 
"decisive uncoupling" of PTSD and depressive disorders is the study by Servan-
Schreiber and colleagues (1998) of the point prevalence of PTSD and major depressive 
disorder among 61 randomly selected Tibetan refugee children in Dharamsala. This 
Doctors Without Borders exploratory mission is one of few investigations to look 
specifically at psychiatric comorbidity in children escaping organized violence. Data 
emerging from the study are in conformity with those in other reports, cited by the 
authors, which show a PTSD prevalence between 20 and 30 percent in children exposed 
to "traumatic incidents" within one year of occurrence. In the assessed sample a PTSD 
point prevalence of 11.5 percent increased to 29.5 percent when those cases deemed 
clinically highly suggestive of the diagnosis, but not strictly meeting DSM-IV criteria, 
were added. Among all subjects, there was also a prevalence of 11.5 percent for major 
depression, with a notable difference based on age: Not 1 of the 24 children under 13 
were judged clinically depressed, whereas 18.9 percent of those between 13 and 17 met 
all criteria for this diagnosis. A strong trend was also noted for more cases of "full 
criteria" PTSD among those subjects who had arrived in the previous 18 months than in 
those who had been in India longer. 
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Yet another study by the Khmer Adolescent Project team contrasts the etiology of 
PTSD and depressive symptoms among two samples: Khmer refugee adolescents 
resettled in the U.S. and 99 Khmer youths, residing in the Site II refugee camp along the 
Thai-Cambodian border (Savin et al., 1996). Only 15 of the subjects living in the border 
camp—densely populated at the time by some 210,000 refugees, in extremely insecure 
conditions and without access even to potable water—are assessed as free of PTSD and 
its subclinical variant. Only 5 of the subjects is deemed to have neither PTSD, nor past 
or present occurrence of depressive episodes. With these findings taken as "evidence of 
the enormous war and camp stress to which these youths had been exposed over the past 
17 years" (p. 387), data analysis further reveals an indication that PTSD may be related to 
earlier exposure to war stressors, while depressive symptoms are apparently associated 
with more recent postwar stressors, relating to survival at Site II and the 7 previous 
camps it consolidated into one in the aftermadi of a 1984 Vietnamese offensive at the 
border. 
While the conclusions of Savin et al. (1996) advance those of previous studies by 
the Khmer Adolescent Project that associate exposure to war stressors with PTSD 
symptoms and post-migration stressors with depression in Cambodian adolescents, a 
study of Tamil migrants in Australia found otherwise: premigration trauma "accounted 
for 20% of the variance in PTSD, whereas postmigration stress, including loss of culture 
and support, problems with health care and welfare, and adjustment difficulties, 
contributed 14% of the variance" (Kinzie & Jaranson, 2001, p. 115). 
The combination of pre-migration, immigration process, and post-migration 
stressors were found potentially to affect PTSD symptomatology among 31 children (3-
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18 years) residing in Los Angeles after immigration from Central America—a large 
majority from war-torn El Salvador (Masser, 1992). Although this study's data were not 
statistically analyzed, subjective observation supports a finding that for children having 
witnessed violence in the country of origin, additional stressors including separation from 
primary caregivers, physical abuse, familial psychopathology, or familial alcoholism 
would increase the likelihood of the subjects' manifesting PTSD symptoms. 
Challenges to the PTSD Model and its Broad Applicability 
The PTSD construct, while ascending to utmost prominence among psychiatrists 
and others involved in mental health as the model of choice for understanding distress in 
the aftermath of war and organized violence, is nonetheless subject to widespread 
criticism. Numerous social scientists object to the "medicalization" of problems that 
might otherwise be understood in social, economic, or political terms. These theorists 
and researchers choose to "emphasise the social aspects of suffering and healing" 
(Bracken & Petty, 1998, p. 190), rather than to comply with what is deemed an 
unnecessarily limited focus on "intrapsychic" matters. Indeed, the adequacy of the PTSD 
construct to assess the experience of multiple and simultaneous stressors by whole 
populations amid organized violence has been questioned (Silove, 1999), in part for 
improperly reducing to an individual level vast political conflicts of historical 
significance (Friedman & Jaranson, 1994). Mental health professionals working with 
survivors of torture, for example, considering torture an affront directed at a country's 
cultural cohesion, and not primarily at an individual (Gonsalves et al., 1993), have voiced 
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aversion to use of the term disorder, which they imply inappropriately reformulates a 
sociopolitical problem into a medical pathology (Van Willigen, 1992). Recovery from 
violence, it is implied, may require a more particularly contextual awareness than that 
afforded by a universalizing taxonomy (Bracken & Petty, 1998). Eschewing the 
uncritical export of a Northern psychiatric model, theorists and researchers countering the 
ascendancy of the PTSD construct typically take pains to accentuate the social in 
psychosocial analysis and intervention. 
Cairns and Dawes (1996) challenge the Khmer Refugee Adolescent Project 
team's analysis for focusing almost exclusively on the relatively small proportion of 
children disturbed by exposure. Such a practice deliberately overlooks that more man 
two-thirds of the team's sample was classified as "Not Mentally 111," despite having 
experienced the horrors of the Pol Pot regime. Beyond providing a more complete and 
accurate portrayal of the emotional impact of exposure to war stressors, applying greater 
emphasis on non-clinical distress, according to the authors, would favorably inform 
therapeutic practice, mandating provision of mental health services for children whose 
non-clinical problems might otherwise be ignored. Amplifying such sociopolitical 
criticism regarding the impact of PTSD's inherently reductive focus on the distribution of 
health resources is the following complaint from a pair of researchers from the South, 
who note that, 
. . .what is abnormal is the war itself and not the reactions to it. A major 
criticism of trauma research, and PTSD in particular, is that it tends to 
individualise and make medical the problem, while diverting attention 
from the socio-economic determinants as well as the political attitudes that 
make massive trauma possible. The responsibility of the medical 
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profession is to alleviate the suffering of individual patients as well as to 
address these larger issues. (Somasundaram, & Sivayokan, 1994, p. 526) 
The growing trend to reify the concept of PTSD is resisted by some writers and 
investigators, as well, since the construct, according to Suarez-Orozco and Robben 
(2000) has "medicalized trauma into a unilinear and decontextualized disorder" (p. 20), 
leading to "homogeneous treatment" (p. 24). Pynoos et al. (1996) decry the construal of 
the diagnosis as a sort of a priori "Platonic form" (p. 345), the existence of which 
undermines the clinician's capacity to appreciate the "intimate relationship" between an 
individual child's manifest symptoms and complex experience. Underscoring the 
"heterogeneity of war stressors," which generally "involve plural, multiple, or sequential 
traumatization," rather than single events, as presupposed by the DSM-IV category, Angel 
et al. (2001, p. 13) state that studies identifying PTSD among the sequelae of war usually 
exhibit methodological flaws, particularly in eliciting precisely what is sought. With 
their own systematic documentation of multiple stressors among Bosnian refugees in 
Sweden, the authors attempt to move beyond the "one-dimensional paradigm" that 
connects exposures to trauma with PTSD symptoms in war refugees. 
Arguments against the utility of the PTSD diagnosis are framed most often with 
regard to the "gaps" remaining, in Friedman and Jaranson's (1994) terms, in 
understanding "the effects of ethnicity and culture on the clinical phenomenology of 
PTSD" (p. 212). By definition, stressing commonality among various groups of children, 
the DSM diagnosis could ultimately lead clinicians to ignore both symptomatic 
differences among such populations and the connections between such symptoms and the 
specific contexts from which they emerge (Rousseau, 1995). Pointing to ethnographic 
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data, Miller (1996) suggests, for example, that the absence of PTSD symptoms in 
Guatemalan Mayan children examined in refugee camps in the Mexican border state of 
Chiapas may well "indicate not the absence of psychological trauma, but rather the 
inhibition of trauma-related symptoms" (p. 99) in an indigenous group that discourages 
overt display of emotional distress. 
Other psychological investigators highlight problems of "ethnocentric bias" in the 
PTSD construct itself, since instruments designed to assess the disorder typically fail to 
account for "indigenous idioms of distress" (Peltzer, 1998, p. 19). Differentiating trends 
in Africa from those prevalent in the developed world, where "trauma has been seen as an 
individual centred event to soma or psyche" (p. 17), Peltzer proposes to "ethnoculturally 
construct" posttraumatic stress reactions in African contexts. To this end, following an 
elaborate process for translating the Harvard Trauma Questionnaire (HTQ) into Madi and 
Chichewa, he administers the widely validated instrument to 2 discrete, quasi-randomized 
samples—100 Sudanese refugees and 120 Malawian torture survivors, respectively. 
Results demonstrate that PTSD as a diagnostic category set forth in DSM-IV is partially, 
but certainly "not fully applicable" to these groups of Africans. Drawing on the analysis 
of Marsella and others, Peltzer observes that "although a universal response to traumatic 
events most likely does exist there is room for considerable ethnocultural variation in the 
expressive and phenomenological dimensions of the experience" (p. 18). In the case of 
the Malawian torture survivors, for example, what the DSM defines as emotional or 
cognitive numbing is reported in somatic terms; recorded are such responses as: "The 
whole body has numbness"; or "When I wake up I feel as though I was frozen" (p. 23). 
Exposure to extreme stressors may produce what Peltzer refers to as "episodic sensory-
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affective memory" that stores experience not as cognition or "declarative knowledge but 
as strong emotions or feelings" (p. 26). Whether or not such storage and recall of 
"traumatic memory" is universal, in the African context—where affect, mind, and body 
are "conceptualised as a unity," such that rural Malawians deem thought to reside not in 
the head, but in the heart—"it may appear that numbing does not separate affect from 
cognition but [is] rather expressed by the body as a whole" (p. 26). Even to a researcher 
committed to systematic empirical testing of PTSD's relevance in the context of 
developing countries, cultural differences in the phenomenology of distress thus suggest 
the need for a variant to the psychiatric construct. 
Alternatives to the PTSD Model 
Investigators, researchers, and clinicians dissatisfied with limitations in the PTSD 
construct, or concerned about inconsistencies between the assumptions of the DSM 
criteria and their own empirical or phenomenological findings, have developed and 
promulgated alternative models to explain the effects of war and political violence. 
The continuous traumatic stress syndrome. 
Given the relentless traumatic distress of ongoing organized violence in their 
communities, prominent researchers from apartheid South Africa (Straker, 1987) and 
Turkey (Basoglu, 1992b) have questioned the pos/traumatic in PTSD. Calling the term a 
"misnomer in the South African context," Straker describes the approach of the 
Sanctuary Counselling Team, of which she played a part, in providing therapy to 
township children and adolescents amid the relentless political violence of the 1980s. 
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The most serious challenge facing the therapist under apartheid was the inability to 
protect the "counselee" from further exposures to extreme traumatic stressors. Given the 
"continuous" nature of the trauma faced by young South Africans, Straker's team 
developed and stressed use of the single therapeutic interview: "The return of a 
counselee is never guaranteed and therefore it is vital that each session be complete 
within itself but still offer the potential for follow up" (p. 50). This process involved 
successful modification of Western psychiatric constructs for use in a community 
unfamiliar with such concepts as psychotherapy or the talking cure. Adapting the work 
of Pynoos and Eth (1986), who had developed a technique for a single 90-minute 
therapeutic interview for child witnesses to violence, Sanctuary created its own three-
stage interview: Opening, linking the therapeutic contract with communal values; 
Trauma, encouraging use of metaphor and play to initiate the unfolding of the trauma 
narrative, including "inner plans of action" for overcoming helplessness; and Closure, 
eliciting the child's appraisal of the process and its value for peers in the community. 
The increasing appearance of apartheid-like violence and repression in numerous 
settings has exposed children the world over to extreme stressors, the very repetition and 
cumulative effect of which Terr identified as causing Type II trauma. From Sri Lanka, 
where multiple and chronic stressors continue to unleash havoc (Somasundaram & 
Sivayokan, 1994), to war ravaged Lebanon during the late 1980s (Macksoud & Aber, 
1996), children have faced continuous traumatic stress, and researchers have cited the 
work of Straker (1987) as a viable model for understanding both children's distress and 
the potential for implementing effective interventions to alleviate their suffering. 
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Psychosocial trauma. 
Writing in the mid-1980s from an El Salvador devastated by an ongoing, yet 
undeclared and officially denied counterinsurgency war that had already uprooted a 
million Salvadorans, or one fifth of the population, Ignacio Martin-Baro (1994a, 1994b) 
detailed his concept of "psychosocial trauma." Central to the Spanish Jesuit 
psychologist's critique of the ahistorical and individualistic biases of his field (Aron & 
Corne, 1994), was the notion that while psychological disorder may be an "abnormal 
reaction to a normal situation," as suggested by the DSM-III of his day, psychosocial 
trauma might just as likely arise as a "normal reaction to an abnormal situation" (p. 111). 
Indeed, Martin-Baro, who would himself be brutally assassinated by the Salvadoran 
military in November 1989, pointed in his analysis of the events in his adopted country to 
the inadequacy of definitions of mental health and mental illness. Specifically, according 
to Boothby's (1992) interpretation, the Jesuit scholar considered that the "dynamic 
between the individual and the society," and not the individual alone, "displays signs of 
'illness'" (p. 111). Advancing a form of liberation psychology to encompass examining 
"war itself as a social psychopathogenic situation" (Martin-Baro, 1994b, p. 122), the 
priest advocated incorporating into mental health practice in such situations of organized 
violence an analysis of war's historical, or dialectical character, its social origins in 
"traumatogenic social structures," and the causes of its chronicity (p. 124). 
Psychosocial trauma, according to Martin-Baro (1994b), may arise as a "normal 
consequence of a social system based on social relations of exploitation and 
dehumanizing oppression" (p. 125). For children, obliged to "construct their identities" 
and negotiate developmental landmarks "within the network of these dehumanizing 
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relations, " surviving organized violence and oppression is complicated by the social 
dysfunction of such a "normal abnormality" (p. 125). Implementing effective 
interventions to ameliorate psychosocial trauma would therefore require a broad 
reformulation of mental health. Rather than focusing on a "limited conception of human 
beings that reduces them to individual organisms whose functioning can be understood in 
terms of their individual characteristics and features" (1994a, p. 109), the Spaniard urged 
grappling with the surrounding nexus of social relations and socio-historical realities. 
Only through such a dialectical process is there a possibility of overcoming the normality 
of the "psychopathogenic" situation. 
Cultural bereavement. 
Eisenbruch (1992) counters DSM categorizations for distress that would label as 
abnormal refugee reactions to war and displacement that, within a particular cultural 
frame, may constitute a "normal, even constructive, existential response" (p. 9). The 
author proposes instead "cultural bereavement" as a model of posttraumatic experience 
that incorporates the understandings of refugees themselves. This psychodiagnostic tool 
for application in refugee communities conscientiously takes into account meanings 
attributed to traumatic events by the members of those communities. Adopting from 
anthropology a relativist perspective, Eisenbruch emphasizes the importance to the 
therapeutic process of appreciating the refugees' "picture": "what the trauma meanfs] to 
them; their cultural recipes for signaling their distress; and their cultural strategies for 
overcoming it" (Eisenbruch, 1991, p. 673). Drawing illustrations from his clinical and 
ethnographic work with Cambodian refugee children in Boston, Eisenbruch points to 
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such "culturally determined" features of distress as sramay, through which the past would 
return in the form of "visual and other perceptions during sleep [that might continue] 
unabated in the waking state" (p. 674). 
Eisenbruch (1992) critiques the APA's ostensibly "culture-free" diagnostic 
taxonomies from the standpoint of their sociopolitical ramifications and embedded 
cultural assumptions. The early decision to define PTSD within the DSM on the basis of 
"clinical features rather than on [that of] etiology" he criticizes as a political solution 
designed to avoid conflict between "competing clinical cultures" with "incompatible 
explanatory systems" (p. 10). Moreover, contending, with reference to the work of 
Kunitz (1987) and Faber (1930), that classifications of disease are not those of "real 
entities," Eisenbruch rightly asserts that the value of any taxonomy lies in the 
improvements it may enable in treatment and prognosis. In his analysis, the diagnosis of 
PTSD poses particular problems when applied to refugee populations, for its use is 
commonly "based on an ethnocentric view of health that prescribes how refugees should 
express their distress, how their disorders should be classified, and how the distress 
should be ameliorated" (Eisenbruch, 1992, p. 8). The appeal of PTSD as a diagnostic 
construct, in this view, is a function of its reifying a "biological universal causal model 
for reactions to stress, regardless o f . . . cultural background" (p. 8). Applying this 
construct, the mental health professional from the North may sometimes treat refugees 
from the South for psychiatric illnesses they do not have, that are instead the unmeaning 
creation of the intervening professional. Treating symptoms—whether sleeplessness, 
flashbacks, or other distinctive features of posttraumatic stress—may then, according to 
Eisenbruch, prove "counterproductive" if the medicated patient "returns to a community 
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that is itself in a state of collective grief (Eisenbruch, 1991, p. 678), and thus ends up 
further estranged from the community of origin. Eisenbruch's pointed assertion that the 
DSM itself is a "cultural artifact" (1992, p. 10) effectively contextualizes the cultural 
specificity and limitations of the PTSD construct, and problematizes PTSD's application 
in refugee situations. 
The construct of cultural bereavement, by contrast, is framed in terms of 
experiences of uprooted persons and groups—and specifically addresses issues of "loss 
of social structures, cultural values and self-identity" (Eisenbruch, 1991, p. 674). 
Eisenbruch delineates the features of this culturally manifest distress in terms steeped in 
his encounters with Cambodian refugees in the aftermath of the killing fields. Not a 
disease, but an "understandable" reaction in the wake of "catastrophic loss of social 
structure and culture," cultural bereavement is a phenomenon in which, 
. . . the person—or group—continues to live in the past, is visited by 
supernatural forces from the past while asleep or awake, suffers feelings of 
guilt over abandoning culture and homeland, feels pain if memories of the 
past begin to fade, but finds constant images of the past (including 
traumatic images) intruding into daily life, yearns to complete obligations 
to the dead, and feels stricken by anxieties, morbid thoughts, and anger 
that mar the ability to get on with daily life. (p. 674) 
Eisenbruch (1991), in pursuit of empirical data to validate cultural bereavement— 
and ultimately to secure it "appropriate status in the nosology" (p. 678)—developed a 
semi-structured diagnostic interview, and utilized it to assess differences in cultural 
bereavement among two groups of "unaccompanied and detached refugee adolescents" 
(p. 674) from Cambodia. With a mean age of 15, these youths included 47 children in 
group care in Australia and 32 residing with foster families in the U.S.—8 of these with 
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Khmer families and the remainder with Americans. Interviewing the young people in 
their native Khmer language, Eisenbruch found significantly greater cultural bereavement 
in the U.S. sample than in their counterparts in Australia, "where there was somewhat 
less pressure to leave the old culture behind, and where the children were encouraged to 
participate in traditional ceremonies" (p. 674). Challenged by "sustained feelings of 
regret" and "very powerful bad memories of atrocities," the young Cambodians in the 
U.S. expressed the sense that "their painful feelings could be combated by traditional 
religious beliefs and access to ritual" (p. 674). Eisenbruch's fieldwork further supported 
the value of promoting the children's access to both Cambodian Buddhist monks and 
traditional healers, known as kruu kmae. 
Social constructionist discourse analysis of trauma and deconstruction of 
childhood. 
A number of researchers, as well as psychotherapists involved in providing 
mental health services to individuals and groups from developing countries who have 
survived exposure to extreme stressors of war and organized violence, have drawn on the 
praxis of postmodern theorists to enhance their own engaged therapeutic activities. 
Michel Foucault's position that "all forms of knowledge operate within certain political 
contexts" (Bracken et al., 1995, p. 1080) is taken as pivotal to this project, as are the twin 
analytical tools of deconstruction and discourse analysis. Deconstruction—perhaps the 
defining activity of postmodern epistemological inquiry, and operative, for example, in 
Martin-Baro's examination of the traumatogenic features of social inequities in war-torn 
El Salvador—involves the dissection of social categories "as a way of seeing how one's 
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world is constructed" (Ristock & Pennell, 1996, p. 6). Discourse analysis, "examining 
language and ideologies as a way of understanding how meanings are produced" (Ristock 
& Pennell, 1996, p. 6), is a process informed by contemporary linguistics that enables 
identification of cultural and political biases present in social constructions. Both of 
these analytical techniques are useful in engaging such issues as the impact of war on 
children's health—matters for which power dialectics, cultural differences, and 
ideologies of privilege and deprivation may otherwise undermine both investigative 
clarity and subsequent efforts toward restoration. 
In examining the construct of mental health as framed by the APA, for example, 
social constructionists "unpack" an underexamined universalism, and challenge the 
widespread assumption that aspects of mental disorder identified in the North will be 
found in all populations, regardless of cultural context (Bracken et al., 1995). Foucault's 
groundbreaking work in this area has illumined, to the contrary, how theories of mental 
disorder themselves vacillate under the influence of evolving social and political 
philosophies; it was such changes, in fact, and not the advancement of "biomedical 
knowledge" that "eventually led psychiatry . . . to become a part of western medicine" 
(Chakraborty, 1991, p. 1204). 
The elaboration in the North of the notions of trauma, traumatization, and more 
specifically, the diagnostic criteria of PTSD, have come under special scrutiny—by 
medical anthropologists, as well as mental health practitioners working transculturally 
with Third World individuals and communities. Application of PTSD with "non-Western 
groups" is discouraged by some who contend that "concepts such as PTSD implicitly 
endorse a Western ontology and value system" (Bracken et al., 1995, p. 1073). Bracken 
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and colleagues (1996), for example, writing in response to the Machel study and its 
implications for child combatants, argue against the effort to separate psychosocial 
effects from the contexts in which they emerge, and claim that trauma must be 
understood in a specific cultural context. 
Drawing on Foucault's writings on madness and distress, forces experienced 
differently through history, Bracken et al. (1996) deconstruct the notion of 
traumatization. The authors reiterate medical anthropologists' questioning of the 
universal validity of Western psychiatry's techniques and concepts, and in particular, the 
"individual trauma model" which is based in a cultural bias in favor of the intrapsychic, 
the singular self, and "its desires and cognitions." Examining PTSD as a product of the 
particular experiences of U.S. Vietnam veterans, and the individual psychiatrists and 
psychologists from whom they sought help, the authors are concerned about the tendency 
of "contextual factors [to] become marginalized and undertheorized" when trauma related 
distress is identified in the psyche of the individual, rather than rooted in a culturally 
determined setting. The political ramifications of this worry the authors, who see 
distortion in the discourse of trauma psychology that a host of Western psychiatrists and 
psychologists are dispensing as "education" in the developing world, at the expense of 
"local concepts of suffering, misfortune and illness." The authors thus warn persuasively 
against ignoring local cosmologies that may carry the seeds of healing and reintegration. 
Bracken (1998) further critiques the West's professional discourse on trauma that 
he believes has "systematically sidelined [the] social dimension of suffering," promoting 
in its place "a strongly individualistic focus, presenting trauma as something that happens 
inside individual minds" (p. 38). A colleague of Bracken's, underscoring the social 
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context in which suffering arises and may be resolved, calls "post-traumatic stress" a 
"pseudo-condition . . . that not only pathologises but may dehumanise survivors by 
stripping them of the complexity of their living realities and associations" (Summerfield, 
1998, p. 31). A strength of the deconstructionists is in challenging the failure of the 
supporters of a psycho-medical construct of "trauma," epitomized by PTSD, to 
acknowledge that they are in fact working with a model, not an absolute (Summerfield, 
2000). This lapse risks a reification that disserves communities affected by war 
especially. Summerfield contrasts supporters of the PTSD model with those mental 
health professionals having a "culturally relativist approach to 'health'," who appreciate 
the model's limitations, and possess "a more sober view of the scale of the clinically 
relevant psychological fallout of violent conflict" (p. 421). 
In The Harmony of Illusions: Inventing Post-Traumatic Stress Disorder, medical 
anthropologist Allan Young (1995) traces the creation of the PTSD construct, along with 
its emergence as a psychiatric interest: 
The disorder is not timeless, nor does it possess an intrinsic unity. Rather, 
it is glued together by the practices, technologies, and narratives with 
which it is diagnosed, studied, treated, and represented and by the various 
interests, institutions, and moral arguments that mobilized these efforts 
and resources (p. 5; cited in Bracken, 1998, p. 40). 
Compatible with this historically contingent description of PTSD, Chakraborty (1991) 
refers to the construct as a "culture-bound syndrome" (p. 1205) that is present only in 
individuals from the industrialized West. Bracken (1998) observes that the emergence of 
PTSD as a psychiatric diagnosis, moreover, has coincided with the growing dominance 
within psychology and psychiatry of a "particular set of ideas and practices, known 
126 
collectively as cognitivism" (p. 42, italics added). Contributions of psychodynamic and 
behaviorist approaches have paled beside those of cognitivism in the shaping of the 
trauma discourse. Involving a number of assumptions that Bracken and other 
postmodernists question—"a strongly individualistic approach, universality of the forms 
of mental disorder, and the relevance of Western therapy in non-Western societies"—the 
cognitivist perspective has also accepted as its fundamental tenet, "the need for 
successful 'processing' of a traumatic experience" (p. 42). For persons exposed to the 
horrors of organized violence and war, "this can mean reliving, in minute detail, the 
suffering they have witnessed, or in some cases, have been forced to perpetrate on others" 
(p. 45). Similarly, Summerfield (2000) strives to destabilize the "universalist assumption 
that a child exposed to war and atrocity should ventilate emotionally" as a way of 
"processing" trauma. 
In deconstructing the cognitivist paradigm, Bracken (1998) cites Wittgenstein and 
Heidegger among European philosophers posing significant challenges during the 20th 
century to the Enlightenment-borne notion that meaning is "something generated within 
individual minds" (p. 50). In a challenge to the fundamental cognitivist belief that 
facilitating improvement in psychotherapy patients' reality depends on altering the 
schemata in the patients' minds, he observes that, "Our understanding of our world and 
ourselves is not generated by a set of particular internal schemata but is instead 
incorporated in our social practices" (p. 50). 
Central thus to the constructionist agenda with regard to trauma discourse is the 
disclosure and ultimate reversal of the tendency in Western medicine and psychology to 
define social problems as individual pathologies (Boyden, 1994). This deconstructive 
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project is fruitful to the extent that it facilitates development and implementation of more 
relevant and effective efforts to support recovery among those in distress. According to 
Bracken et al. (1995), promoting recovery for children and others affected by war and 
organized violence, is "intrinsically linked to reconstruction of social and economic 
networks, cultural institutions and respect for human rights" (p. 1081). An approach that 
emphasizes social restitution and rehabilitation, it is implied, will be more likely to 
advance emotional and psychological recovery as well. Recognition of such contextual 
dynamics may, indeed, as the authors contend, further our understanding of "why some 
victims become psychological casualties [and] also, perhaps the most resonant question 
of all, why the large majority do not" (p. 1081). 
Therapists working with survivors of the Pinochet regime's systematic political 
persecution have advanced, through a merger of theory and practice, this critical linkage 
of sociopolitical and psychological processes of recovery (Becker, Lira, Castillo, Gomez, 
& Kovalskys, 1990). Defining "trauma at the macrosocial level" (p. 134) as an historical 
situation in which "events regularly surpass the capacities and resources of social groups 
or persons" (p. 137) to tolerate them, the authors document the brutal regime's 
effectiveness in simultaneously targeting public and subjective life, thereby internalizing 
terror and privatizing political violence. Not just a "reflection of the dictator's own 
psychopathology," however, Chile's political repression was "an extension of structural 
violence linked to a long history of poverty and exploitation" (p. 138, emphasis in 
original). Drawing on Bettelheim's and others' post-Holocaust psychoanalytic literature 
regarding "extreme traumatization," the Chilean therapists identify their patients' 
psychopathology as a consequence of the prevalent torture, disappearance, and 
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assassinations that shaped in the public new psychic structures of exploitation and 
insecurity. Building a therapeutic alliance through a "bond of commitment" (p. 145), an 
ethically non-neutral stance with regard to the patient's suffering, the authors thus 
promote what they term reparation. This choice of terminology joins two distinct 
meanings. From Melanie Klein, the authors adopt the concept of reparation as a process 
of psychic repair. At the same time, the word has an important legal usage, related 
especially to "economic compensation after war" (p. 147). Uniting these double levels 
of meaning, Becker and colleagues advocate "social reparation," and a process of "social 
mourning," which must be fulfilled if democracy is to prevail in Chile: 
. . . repair in the psychoanalytic sense must occur at both the individual 
and social levels, but it can only take place fully if it is linked to reparation 
in the legal sense—that is, with truth and justice for the victim and 
compensation where it is helpful, (p. 147) 
Social constructionists in the field of promoting psychosocial recovery from the 
affects of war and organized violence generally embrace the specifically 
psychotherapeutic benefits of social justice, and decry the West's imposition of the 
individual trauma model in non-Western settings as evidence of ignoring and even 
undermining the rehabilitative power of indigenous social cohesion. According to 
Summerfield (1998), a principal psychiatrist serving the Medical Foundation for the Care 
of Victims of Torture, the leading agency in the field in Britain, although the Rwandan 
language lacks terms for stress or trauma, and there was no precedent in Rwanda for 
psychological counseling, these facts did not impede UNICEF-sponsored programs from 
introducing counseling in the African country after the 1994 massacres. Summerfield 
warns that exporting Western trauma discourse into such "communities socioculturally 
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devitalised by war" may actually hinder "their struggle to reconstitute a shared sense of 
reality, morality and dignity" (p. 31). 
Drawing parallels to colonialism, Summerfield (2000) underscores the power 
differentials at work in the export of the trauma model to developing countries. He 
suggests that Western psychological frameworks generally ignore the collective resources 
of non-Western peoples, the reserves of psychological knowledge possessed by every 
culture. In various non-Western environments distress is understood in terms of its 
breakdown of the social order, rather than as an intrapsychic phenomenon. Given a 
Western paradigm of psychology that has rarely considered "social action directed at the 
conditions of one's life" a viable therapeutic strategy, mental health practitioners in a 
Western host country may offer refugees a "sick role" as traumatized, rather than 
promote "social integration and meaningful citizenship" toward rebuilding a social world. 
Advancing an overt social agenda aimed at overturning such Western barriers to 
recovery among persons from the developing world, Summerfield (2000) persuasively 
deploys social constructionist rhetoric as well as deconstruction to elucidate cultural 
biases operative in the application of Western mental health theories and techniques to 
primarily non-Western children affected by war. He acknowledges the troubling 
metamorphosis through which warfare has passed in recent years. Citing UNICEF 
statistics that two million children have died in war in the last decade, he observes mat 
95% of such deaths are reported to result from starvation or illness, rather than direct 
injury. Reinforcing the impact of such numbers with reflections on the structural 
adjustment packages typically imposed by Western lenders on impoverished countries 
ravaged by conflict, Summerfield appropriately questions as "arbitrary" the tendency in 
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the West to engage "the trauma of war" without engaging "the trauma of poverty" (p. 
418). 
The deconstructive project, therefore, affords the transcultural therapist a 
theoretical space in which to address "pathology within its social reality," and thereby 
avoid an improperly individual focus that, in labeling the refugee with a disorder, might 
well mirror the state's repressive powers (Rousseau, 1995, p. 302). The constructivist 
approach may be utilized as well, for example, to gain a greater appreciation for 
differences in the meaning of childhood in various cultural contexts, adding a perspective 
that affords serious consideration to children's agency and self-efficacy. 
It may be that a therapist from the North who views a particular child from the 
South as "traumatized" is in fact succumbing to a blindered and culturally determined 
framing of childhood. Summerfield (2000) thus deconstructs the West's prevailing 
image of childhood as a period of "innocence, vulnerability and dependence" (p. 424). 
He points to the ethnocentricity of psychological constructs passing as universal truth, 
most notably the notion that early childhood emotional experience shapes later 
personality function. This pillar of Western psychology implies, according to 
Summerfield, "a view of children as passive victims and not active survivors" (p. 424). 
Positing a radical view of children as agents capable of self-determination, the author's 
aim here is to challenge mental health practitioners in the West to suspend assumptions 
about the nature of childhood that are informed as much by both their own "cultural 
upbringing" as their training in psychology. Rousseau (1995), appropriating from 
Richman, offers a parallel critique of psychiatric diagnoses that may "place children in a 
position where they are treated as passive objects of social conditions rather than viewed 
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as playing a central role in organizing their experiences according to personal and 
collective representations" (p. 302). 
Richman (1993), in addressing children's capacity for comprehending and 
overcoming encounters with even violent stressors—processes frequently oversimplified, 
according to Rousseau (1995)—counters the assumption of childhood passivity. 
Examining children's construals of meir experiences, including those with violent 
stressors, Richman borrows from Dawes' constructivist stance, and cites his assertion 
that: 
Children are seen as actively... incorporating [their experiences] into an 
already constructed social context. This is contrasted with a view of 
children as passive reactors, in which the cognitive aspect is regarded as 
only one influence on coping capacity, rather than as a central organising 
force, (p. 1291) 
Just as childhood may be deemed socially constructed, moreover, so are the 
processes of development rarely interpretable independent of their context (Boyden, 
1994). Coping, resilience, and stressful events themselves may be understood as socially 
constructed. Rousseau et al. (1998) deconstruct the notion of resilience as a Western 
construct whose "applicability in a transcultural situation" is taken for granted. Utilizing 
the conceptualization of resilience as a function of the balance between protection and 
vulnerability—the same paradigm adopted in this thesis—the authors cite Rutter's 
explanation of "psychosocial resilience" as indicative of a resistance to adversity that is 
"both environmental and constitutional and may change through time" (p. 616). This 
transitory quality of resilience the authors point to as evidence that, while not an 
individual attribute, resilience amounts to "the concentration within an individual of a 
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series of interactions and relationships which describe his [or her] position in the world, 
in time and in a precise space" (p. 634), encompassing such intangibles as belief systems 
and defining myths. The authors challenge the opposition of individual and environment 
in studies of societies in which "the cleavage between the person and the world" may 
involve a different set of cultural norms. 
Both Summerfield (2000) and Rousseau et al. (1998) illustrate children's capacity 
to survive calamity, even in the absence of adult support or supervision, by referring to 
the experiences of the thousands of unaccompanied Dinka minors who escaped war in the 
Sudan, "drawing on culture-specific coping skills" (Summerfield, 2000, p. 426) to 
survive. Summerfield contrasts—with a diagnosis from a UNICEF expert—a study that 
showed less than 5% of these youngsters, despite their longings for home and family, 
reporting unhappiness as a result of the war and violence. The former had claimed more 
than half of these same children suffered "disabling" PTSD requiring psychosocial 
intervention. Summerfield utilizes this example from the Sudan to support both the idea 
of children's agency, at least within certain non-Western contexts, and that of the 
misunderstandings reified through psychiatric diagnoses applied across cultures. 
Summerfield's (2000) eagerness to confront the sentiment-driven and 
disempowering portrayals—projected by humanitarian assistance groups and the popular 
media—of war-affected children from developing countries as "traumatized" may blind 
him, however, to genuine abuses. For example, overlooking the potential for exploitation 
that has led to both child labor laws and the children's rights movement, the author points 
to the pride some such young laborers take in their role in feeding their families. The 
long hours children toiled in British coal mines a century ago stand here as evidence of 
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the relativity of cultural paradigms of the meaning of childhood, demonstrating 
conclusively that these vary through time even within cultures. The author continues this 
discussion, alluding to interviews with child soldiers in Sierra Leone, ostensibly as 
evidence of the advantages such employment opportunities provide. Summerfield here 
falls into the romanticizing trap he derides in those who assume a Western construction 
of childhood: His descriptions of these boys fighting with "open eyes" and killing 
"without compunction"—details presumably meant to convey their self-sufficiency—are 
tropes of toughness as romantic as any characterization of childhood vulnerability. 
Summerfield, caught up in the martial exploits of these young heroes, forfeits his ability 
to sustain a logical argument: "Although many," of these young combatants, he 
discloses, "rated their experience negatively, this was perhaps as much a consequence of 
loss of family and normal life as of the violence per se." His explanatory clause thus 
adds external qualifications to the child soldiers' appraisal of their experience as 
negative. The reader is asked to consider the boys agents of their own destiny and pay 
attention to their words—but only insofar as these buttress Summerfield's claims. 
Straker (1996) presents a less forcedly polemical version of the cultural 
construction of childhood. In the West, she writes, children's innocence and 
vulnerability come with certain privileges and entitlements, including a special place in 
society, and rights independent of their families or communities. Included is "the right 
not to be involved in wars , . . . even if these are construed to be fought for the long-term 
benefit of children" (p. 23). According to Straker, "this construction is consistent with 
the broader ideology of rights in the West," and the notion that there are "universal moral 
principles," such as individualism, that "transcend immediate social contexts" (p. 23). 
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Childhood's advantaged position in the West may be contrasted with the obligation and 
duties for children in many non-Western cultures. In contexts where the collective is 
privileged over the individual, children may be expected to contribute to the survival of 
their families and communities, including at times through involvement in war. 
The engagement with postmodern epistemology on the part of professionals 
working to advance the psychosocial health of children exposed to war and communal 
violence thus generally reflects a commitment to individual and collective empowerment, 
along with a belief in cultural relativism. As such, according to Ristock and Pennell 
(1996), these efforts counter "the desire to create universally authoritative statements," 
and indeed, this is "a desire that must be resisted if empowerment is to be a process that 
'one undertakes', not something that is done to or for someone" (p. 4). Beyond 
promoting the agency of children, which may mean supporting the socioeconomic 
conditions necessary for their empowerment, these advocates for a socially constructed 
"mental health" assume an ethnographer's stance with regard to the polarized debate on 
the relevance of trauma and PTSD across cultures (Silove & Kinzie, 2001). 
Transcending differences in interpretation of human behavior in the shadow of war and 
organized violence may necessarily involve adopting an anthropologist's methodologies 
for looking at the artifacts of so-called psychopathology through a manifestly cultural 
lens. 
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Examining Vulnerability and Resilience through the Lens of Culture 
Dissimilarities across cultures in idioms of health and disorder—as well as 
trauma—potentially challenge the capacity of Western psychology to respond 
meaningfully to the experiences of children from the developing world who are affected 
by war and organized violence. These disparities, no doubt, contribute to a significant 
gulf in our understanding of these children's vulnerability and resilience, and one which 
Eisenbruch (1991, 1992) and the social constructionists labor to span through a dual 
focus on cultural cohesion as a sign of community well-being, and its collapse—the 
surest indicator of significant disturbance. Such application of concepts originating in 
anthropology, their work suggests, may enhance psychological praxis, at least in terms of 
furthering appreciation—if not greater transcendence—of inconsistencies between the 
developed and developing world. 
Mounting effective psychosocial interventions for children affected by war and 
displacement may thus entail investigation of anthropological theory, beginning with an 
examination of the notion of culture itself, which Aheam and Athey (1991) have defined 
as consisting of, 
. . . the institutions, patterns and mental attitudes that form the social life 
of the community. In a sense it is a collective understanding of what is, as 
well as the norms about what ought to be. (p. 13) 
The authors, addressing a Western audience regarding refugee children's mental health 
issues, situate these children's emotional and psychological distress within an 
appropriately sociocultural frame of reference, one informed by the evolving discipline of 
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cross-cultural psychology. "Culture," Ahearn and Athey explain, mediates the 
"collection of interests" that comprise a community, and at the same time acts as "the 
glue that provides a community with meaning, cohesion, and integration" (p. 14)—states 
that themselves reflect the desired outcomes of psychosocial interventions, particularly in 
a transcultural context. 
Emerging in tandem with the field of cross-cultural psychology has been a 
growing concern in psychotherapy for "cultural competency" that reflects a broader 
movement away from "assimilationist ideology" and toward increasing recognition given 
the coexistence of "multiple cultural integrities" (Sue, 1998, p. 441). Accordingly, in 
recent years considerable research has been conducted in multicultural environments, 
especially the U.S., to assess such issues as: the effect of ethnic match between therapist 
and client on psychotherapeutic outcomes; the perceived difference in value, in terms of 
such results, among "ethnic-specific" service providing agencies and their more 
"mainstream" counterparts; and the components of "cultural competency" needed by 
therapists who treat individuals from cultural groups other than their own. 
Reviewing this literature, including his own valuable contributions in the area, 
Sue (1998) identifies three characteristics that he considers critical to cultural competence 
in a therapist. First of all, he suggests, the ability to avoid ethnocentric prejudices is 
predicated on "scientific mindedness." Problems tend to develop when theories and 
assumptions developed in one population are transferred, without testing, to a client from 
another. Therapists who are able to form and test hypotheses, however, and make 
treatment decisions on the basis of data so gathered, are less likely to fall prey to 
inaccurate or "premature" conclusions regarding culturally different clients. Second, the 
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therapist needs to "have appropriate skills in knowing when to generalize and be 
inclusive, and when to individualize and be exclusive" (p. 446). In other words, proper 
psychological categorization involves recognizing when the client in question is acting 
idiosyncratically and when in congruence with the norms of his or her cultural group. 
Finally, the therapist needs a level of proficiency with regard to the specific culture in 
question. To this end: 
Culturally skilled helping professionals have good knowledge and 
understanding of their own worldviews, have specific knowledge of the 
cultural groups with which they work, understand sociopolitical 
influences, and possess specific skills (intervention techniques and 
strategies) needed in working with culturally different groups. These 
helping professionals also are able to use culturally based interventions 
and have the ability to translate interventions into culturally consistent 
strategies, (p. 446) 
In anthropological terms, therapists and other mental health professionals with 
clients from cultures different from their own confront the challenge of transversing the 
"emic-etic divide" (Silove & Kinzie, 2001). Clifford Geertz (1984), a leading figure in 
cultural anthropology, explains the terminology emic/etic as a derivation from linguistics' 
distinction between phone/m'cs and phonef/cs, with the former "classifying sounds 
according to their internal function in language" (p. 124), and the latter doing so 
externally—with regard to acoustic properties. Translating these labels to the field of 
transcultural psychology, it may be inferred that the therapist needs somehow to suspend 
the etic, or external, perspective of the outside researcher, and to assume the insider's, or 
"native's," interpretation of various cultural customs, beliefs, or artifacts (Silove & 
Kinzie, 2001). In order for empathy to inform the transcultural therapeutic alliance, 
moreover, some degree of emic awareness must exist. 
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The Machel study specifically underscores the importance of this level of cultural 
proficiency for the mental health professional working with children affected by armed 
conflict: 
Those who wish to help with healing should have a deep understanding of 
and respect for the societies in which they are working. Aside from 
knowing the basic principles of child development and the way it is 
understood locally, they should also understand local culture and 
practices, including the rites and ceremonies related to growing up and 
becoming an adult as well as those associated with death, burial and 
mourning. People involved in healing should be aware, for example, of 
what children are told about the death of their parents, how they are 
expected to behave when they experience distressing events and what 
actions might be taken to give 'cleansing' to a girl who has been raped or 
a child who has killed someone. (Par. 178) 
Such "deep understanding" of the child's local culture probably requires of the 
mental health professional a combination of etic and emic awareness. Miller's (1996) 
work with Guatemalan Mayan children in Chiapas, dovetailing a deliberately 
ethnographic slant with quantitative psychosocial analysis, has been pointed to as an 
exemplary transcultural investigative strategy—in effect, one that successfully merges 
emic and etic constructs, thereby facilitating "culturally appropriate interventions" 
(Cairns & Dawes, 1996, p. 137). Observations by Rousseau and associates (1998) on the 
resilience of unaccompanied Somali children resettled in Canada are based on similar 
ethnographic analysis. The authors specify that assessing these refugee children's 
abilities involves more than "choosing either the emic or the etic approach," since 
navigating between the traditional and North American "normative systems" makes 
special demands on the children and "introduces a dynamic dimension to the concept of 
ability in this new context" (p. 633). 
139 
Anthropologists and others concerned with moving between the emic and etic 
typically assume a discourse of "relativism." Writing from India on the history of 
psychiatry's integration into the medical sciences, for example, Chakraborty (1991) 
underscores the problematic consequences of early assumptions "that mental illnesses, 
like physical diseases, were based on universal biological processes, and hence that they 
were the same everywhere" (p. 1204). She indicates that Western psychiatry, founded on 
an 18th century Enlightenment notion of "the universality of human nature" from the 
outset failed to acknowledge the importance of cultural difference—that is, relied solely 
on an etic perspective—such that, "what seemed abnormal to the observer was sometimes 
found to be normal for the observed" (p. 1204). Undoubtedly, similar ethnocentrism 
continues to guide psycho-medical practice in the developing world to this day. Cairns 
and Dawes (1996) note that even among authors presently addressing the psychosocial 
consequences for children exposed to armed conflict, there is a widespread assumption 
regarding "a universality of childhood, a universality of psychological process, and a 
universality of understandings of violence, stress, and responses to it" (p. 135). 
According to Shweder and Bourne (1984)—in an essay that the American 
Association for the Advancement of Science recognized with its 1982 Socio-
Psychological Prize—anthropologists have differentiated such universalism from two 
other "interpretive models for rendering intelligible the apparent diversity of human 
understandings" (p. 158): evolutionism and relativism. Those universalist investigators, 
in the essayists' view, who "discover universals in their data" are most likely either to be 
ignoring specific noteworthy differences in favor of "general likenesses," or to be 
limiting their interpretation to a "subset of the evidence" (p. 159). Such methodologies, 
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of course, are considered rarely a route to "ethnographic illumination." The second 
model, evolutionist thinking, has its own set of limitations—caught up, as the authors 
suggest it is, in a competitive, developmental dualism through which cultures are 
compared: modern vs. primitive; "adequate vs. inep t . . . adaptive vs. maladaptive" (p. 
163), always with an implication of the better evolved vs. worse. Relativists, lastly, "are 
committed to the view that alien idea systems, while fundamentally different from our 
own, display an internal coherency which, on the one had, can be understood but, on the 
other hand, cannot be judged" (p. 159). Since the "understandings of others," in this 
formulation, are "self-contained, incommensurate, ideational universes (i.e. 
'paradigms')," there is, "across these universes... no common standard for rational 
criticism" (p. 165, emphasis in original). 
Sociocentric and Egocentric Dimensions of the Self 
On the foundation of distinctions elaborated above, Schweder and Boume (1984) 
proceed to construct a relativist interpretation to explain two polar—but neutrally 
presented—cultural conceptions of the person in relation to the society, the group, or the 
collective: These are termed the "egocentric contractual" and the "sociocentric organic" 
(p. 193). In an egocentric system, the society is designed to serve the needs of the 
individual, whereas in a sociocentric culture, persons subordinate their individual 
interests "to the good of the collectivity" (p. 190). While both classifications of the 
cultural construction of identity are acknowledged to lack "the epistemological status of a 
scientific category," they are postulated, nonetheless, as central ideas or premises "by 
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which people guide their lives" (p. 193). The authors quote Dumont (1960), in noting 
that in the West each individual is understood to be "a particular incarnation of abstract 
humanity" (p. 191). Dumont's lucid observation is mirrored in the similarly cogent 
writings of Geertz (1934): 
The Western conception of the person as a bounded, unique, more or less 
integrated motivational and cognitive universe, a dynamic center of 
awareness, emotion, judgment, and action organized into a distinctive 
whole and set contrastively both against other such wholes and against its 
social and natural background, is, however incorrigible it may seem to us, 
a rather peculiar idea within the context of the world's cultures, (p. 126) 
The concept of the "autonomous distinctive individual living-in-society" thus sets 
Western culture apart (Shweder & Bourne, 1984, p. 191). Among many places where 
"abstract[ing] out a concept of the inviolate personality free of social role and social 
relationship" or separating out "the individual from the social context" (p. 167) seems 
strange, the essayists point to India as a land that has long demonstrated a degree of 
success in accommodating cultural diversity "by means of the sophisticated device of 
explicit hierarchical interdependence" (p. 185). They assert that "for an Indian to be an 
autonomous individual [she/he] must leave society," adding, "The autonomous individual 
is the holy man, the renouncer, the sadhu, the 'drop out'" (p. 191). The authors suggest 
that within this "holistic" worldview of the "context-dependent, occasion-bound" 
sociocentric culture—where "others are the means to one's functioning and vice versa"— 
the concept of the autonomous individual may imply a bizarre "cutting the self off from 
the interdependent whole, dooming it to a life of isolation and loneliness" (p. 194). 
Indeed, as Chakraborty (1991) stresses, although in the egocentric West the self is 
defined and bounded by the individual body, this is the case in but few of the world's 
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cultures. Instead, she notes, families, communities, even planets, may be routinely 
incorporated into the definition of selfhood. 
Cultural differences in conception of the self thus coexist with and generate 
variations in ways of defining even subjective human existence. In a landmark 
ethnographic study of affect and disorder, Arthur Kleinman and Byron Good (1985) 
observe how attempts to translate concepts of specific emotions—explaining to someone 
from another culture how grief feels, for example—invariably lead to "analysis of 
different ways of being a person in radically different worlds" (quoted in Bracken & 
Petty, 1998, p. 188). Culture would thus inform the affective responses of the 
unaccompanied child in the midst of encountering or escaping armed conflict. 
Indeed, it has been demonstrated above how modes of socialization may endow 
children with culture-specific coping mechanisms. Although potentially modified by 
individual caregivers, the child rearing practices of a culture inform the trajectories of 
child development, and hence, children's resilience or vulnerability, given exposure to 
the stressors of war. Whereas one culture may prepare its children for early self-reliance, 
as in the case of the nomadic Somali camel drivers, another may foster children's 
prolonged dependency on caregivers, whether parents or members of an extended family. 
In these latter contexts, separation and loss "even late in adolescence can precipitate 
conditions that one would expect to occur earlier in cultures fostering early 
individuation" (Westermeyer & Wahmanholm, 1996, p. 77). 
The processes of child development involve cultural determinants that must be 
considered in creating relevant psychosocial interventions for children of war. Adopting 
a psychoanalytic framework for interpreting interaction between the caregiver's culture 
143 
and child development, De Levita (2000), as a member of a psychotherapeutic team that 
treated some 70 refugee children in Ljubljana, Slovenia between 1991 and 1997, 
recommends that psychological treatment for children of war be built on an awareness of 
the cultural context of their upbringing. According to this psychodynamic therapist, not 
only does the transference relationship with the child recreate the early childhood 
interactions with the mother, but the culture itself takes on the character of a so-called 
transitional object. In an article extracted from the proceedings of a 1996 conference— 
Civilization and Its Enduring Discontents: Violence and Aggression in Psychoanalytic 
and Anthropological Perspective, designed to examine "massive violence" from the twin 
viewpoints of intrapsychic analysis and more ethnographically-based work—De Levita 
states: 
The culture in which one has been raised adopts in its totality the meaning 
of a mother, or, in the terminology of Winnicott, assumes transitional 
traits, i.e. that it is at the same time mother and not-mother, or self and 
non-self. (p. 134) 
Central to the Winnicott (1971) theory cited here is the vital transition that the infant 
accomplishes from an entirely internal, self-centered, symbiotic perspective to a broader 
and more external one through exploration of the boundaries between the self and the 
non-self—beginning with the mother. As the child matures, those boundaries grow 
increasingly defined and firm, at least as healthy development is understood within 
egocentric cultures. 
In most African cultures, by contrast, where the sociocentric orientation is 
prevalent, "self-boundaries" remain "permeable and loose, and the self serves as a bridge 
that connects the person to other human beings rather than as a wall mat separates him or 
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her from other individuals" (Okeke et al., 1999, p. 148). Okeke and colleagues (1999) 
observe a general consensus that African infants and children develop "in the context of 
constant presence of and interaction with other human beings" (p. 148), a situation that 
makes for more porous and interpenetrable borders between public and private. 
Diffusion and malleability thus characterize the liaison between physical and spiritual life 
as well: The individual's relationship with the transpersonal domain is more immediate 
and permeable in Africa than in the cultures of the West (Eagle, 1998). 
According to Okeke and colleagues (1999), the sociocentric person's self is 
comprised of an "aggregate" of "social relationships and attachments," along with "their 
reflection within the person" (p. 148). These attachments, of course, begin early in life. 
The authors point to six elements of socialization within a sociocentric culture that are 
characteristic in diverse regions of Africa and are considered essential to social harmony 
and integration "within the concentric circles of family, clan, community, and tribe" (p. 
158). These half dozen rudiments of early childhood development in sociocentric Africa 
are: 
(a) close bodily contact with the mother during infancy and prompt relief 
of hunger and physical discomfort during this stage of development, 
(b) mothering by several adults during infancy and early childhood, 
(c) systematic inculcation of respect and obedience beginning shortly after 
weaning and continuing through early and middle childhood, 
(d) rather relaxed and unpressured training toward bodily self-control, 
(e) providing a rather wide scope for exploration of the physical and social 
environment early in life and tolerating, if not actively encouraging, a 
great deal of elbow room as soon as the child becomes fully mobile, and 
(f) peer groups of children of the same age and gender assuming 
importance as agents of socialization, providers of security and 
acceptance, and sources of self-esteem, (p. 153) 
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These child-rearing practices apparently support conformity over self-expression, 
and create the conditions for the sociocentric adaptation prevalent in African cultures. 
Linked to this emblematic developmental process, according to the authors, an "African 
mode of thinking" displays features that are "inclusive rather than fragmentary," such 
that "the lines between bodily and mental experience and between the spiritual and 
material are easily crossed" (p. 158). Collective cultures, inculcating a strong awareness 
of personal security, typically "cushion their members against disruptive and violent 
expressions of aggression" (p. 152), both from the self and others. Although producing 
"smooth social relations and relative freedom from intrapsychic conflict," however, a 
sociocentric mode of socialization may promote susceptibility to ills associated with 
either temporary or permanent tears in the social fabric. In the context of Senegal's Serer 
village life, for example, sociocentrism is sufficiently "extreme" that depression itself is 
expressed as "feeling lonely," and even the wish to be alone is considered madness. 
Displacement of sociocentric individuals from the familiar context of social support and 
social meaning, moreover, may readily fuel such distresses as panic, disorientation, and 
helplessness. 
Peltzer (1998) observes that a group's placement on a continuum from 
sociocentrism to egocentrism may, in fact, be associated with posttraumatic 
symptomatology, and hence, the PTSD clinical threshold. He suggests that the more 
"egocentric" the society involved, the more likely that inner affective experiences—such 
as emotional numbing—will play a part in the individual's "repertoire" of posttraumatic 
behaviors. In the aftermath particularly of massive, collective violence, targeting "the 
body, the psyche, as well as the socio-cultural order," restricting examination to the 
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individual sufferer's intrapsychic processes is improperly limiting (Suarez-Orozco & 
Robben, 2000, p. 1). Just as Martin-Baro's legacy stands as a reminder that the brutal 
counterinsurgency war "traumatized" Salvadoran society itself and not merely 
Salvadoran individuals (Bracken et al., 1995), so, according to Suarez-Orozco and 
Robben, the social implications of such violation are paramount: "Populations subjected 
to massive trauma are affected as groups, rather than as individuals, even though each 
person works in a particular way through the effects" (p. 24). Especially for sociocentric 
individuals, who are otherwise "securely integrated into a stable social structure" (Okeke 
et al., 1999), the extreme social upheaval of massive violence may be experienced with 
"severe disruption and discomfort, perhaps in the form of free-floating or displaced 
anxiety" (p. 152). DeVries (1996) underscores the "double-edged" quality of belonging 
to such a culture. Although strong identification with sociocentric values provides a 
degree of social support that buffers the impact of catastrophic events, this attachment 
may lead to suffering if the culture itself undergoes disruption: "When people adhere to a 
system and bond to the other individuals within it, the loss of those persons and the 
disintegration of the system become traumatic" (p. 400). 
Body/Mind Integrity and Transcultural Distinctions in Symptom Expression 
Ethnocultural research and analysis suggest that a pivotal difference between 
African and Western worldviews is the former's more holistic approach to human 
functioning (Eagle, 1998). While the Cartesian dualism separating operations of the 
mind from the physical realities of the body is at the core of Northern belief systems, in 
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Africa "physical, emotional, cognitive, and spiritual functioning are viewed as integrally 
related" (Eagle, 1998, p. 273). A similar holism exists in cultures across the South. 
Among Bhutanese refugees, for example, Hinton (2000) observes no distinction between 
psychological well-being and physical health. "In some eastern spiritual traditions," states 
the Machel study, addressing differences in the way communities respond to stressful 
events, "the body and mind are perceived as a continuum of the natural world" (Par. 174). 
Given this essential unity of mind and body, it is entirely consistent for 
psychological distress to be manifested corporeally within these cultures. It may be, in 
fact, that African socialization patterns enhance bodily awareness, along with those of 
somatic and proprioceptive sensation (Okeke et al., 1999), thereby furthering an essential 
oneness of mind and body as well as a heightened physical sensitivity. Minimal 
differentiation exists between psychological and somatic experience within this holistic 
frame. There is rather a fluid interrelationship between psychic and bodily reactions to 
circumstance, such that "physical malaise spills over into a negative psychological state" 
(Okeke et al., 1999, p. 157). One researcher thus identified a tendency among Nigerian 
psychiatric patients to "fuse" such states as anxiety, depression, and aggression "into a 
global experience of acute and intense discomfort" (p. 156). Ebigbo, also in Nigeria, 
developed a screening scale of somatic complaints for assessing psychiatric disturbance, 
through which he managed somewhat to close the emic-etic rift by linking diagnoses with 
self-reported "somaticizations" (Shisana & Celentano, 1987). Richman (1993) found that 
two of every three Mozambican children examined presented with at least one somatic 
symptom, most often a headache, and over half of the affected "explained that the 
symptom appeared when they mought about their missing family, or about violent 
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experiences, or felt sad" (p. 1292). Finally, Peltzer (1998), discussing interview findings, 
cited above, among torture survivors from Malawi—where thoughts are deemed to reside 
in the heart, not the head—notes that Africans' oneness of mind, affect, and body helps 
explain why those suffering the sequelae of traumatic stressors so rarely experience 
numbing symptoms: The emergence of numbing would constitute the fracture of an 
innate unity of affect and cognition. The cultural distinction between such intrinsically 
holistic and Western cultural idioms may thus account for the frequent association made 
between refugees from developing countries and somatic, rather than psychological or 
existential, symptom presentation—especially with regard to posttraumatic reactions. 
Indeed, posttraumatic somatic complaints are explained, in addition, as commonly 
representing clients' inability to verbalize intolerable psychic distress (Shisana & 
Celentano, 1987). The body, it seems, reveals disturbances otherwise unutterable. Based 
on fieldwork conducted in the early 1980s, in the aftermath of Zimbabwe's War of 
Liberation, Pamela Reynolds (1993) reports on varying responses of children and 
adolescents involved in or affected by the conflict. "One young woman took ten years 
before she could talk of the six weeks she spent in prison," Reynolds observes. Having 
been interrogated at age 11 by soldiers searching for her sister, the young Zimbabwean 
"expressed her distress in a long series of health crises" (p. 8). Similarly, very young 
Bosnian and Croat children examined as war refugees in Croatia and Slovenia, who were 
unable to talk—at least initially—about their experiences of war were given to expressing 
"their dissociated feelings through somatization, for example, tics, headaches, abdominal 
pain, and syncopal episodes" (Green & Kocijan-Hercigonja, 1998, p. 596). It should be 
noted that, by definition, such discourse regarding subjects' lack of capacity to 
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comprehend their own experience—or to articulate their feelings, what psychologists call 
alexithymia—is presented from an entirely etic perspective. 
The hypothesis that populations from the South—like preverbal children in the 
Balkans—are limited to somatizing, however, may prove not merely insufficiently 
grounded in an emic awareness, but too broad a generalization to account for the sequelae 
of exposure to violence in various of the developing world's cultures. Okeke and 
colleagues (1999) stress that not only bodily symptoms but "psychological [italics added] 
distress in its manifold forms exists in Africa as it does elsewhere" (p. 157). In addition, 
regional differences in symptom presentation are frequently observed. One study in the 
U.S. compared groups of war refugee children from Latin America and Southeast Asia, 
considering such behavioral symptomatology as social withdrawal, aggression, school 
problems, hyperactivity, and "posttraumatic stress," and found all symptoms except 
social withdrawal among the Latin American children, and only social withdrawal and 
posstraumatic stress among the Southeast Asians (McCloskey & Southwick, 1996). As 
the authors suggest, these findings of distinctly regional symptom profiles illustrate the 
capacity of cultures to inform, and perhaps constrain, "expression of emotional distress 
and psychopathology" (p. 395). Interpreting symptom presentation, therefore, demands a 
considerable degree of cultural proficiency—perhaps best involving an ability to assume 
something of an emic perspective with regard to the data. Indeed, Ng (1985) has 
questioned what may be called a typically etic approach to transcultural symptom 
analysis, particularly as to the common usage of somatization to explain bodily 
phenomena among non-Westerners, since this terminology is meaningful only to the 
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extent that the Western world is able to assert a dichotomy between psyche and soma 
(Pallaro, 1997). 
Ultimately, there may be no perfect vantage point from which to interpret 
symptoms, nor even the meaning of what constitutes a symptom in the first place— 
especially one associated in the North with the concept of mental health. Miller and 
Billings (1994), working with two distinct ethnolinguistic groups in the refugee camps of 
Chiapas, report that neither the Chuj-speaking Mayans nor the Jacalteco Indians have a 
word that translates directly to "mental health." Sack et al. (1997) likewise find no 
Khmer word comparable to "depression"—despite which a significant proportion of 
Cambodian refugees are themselves ascribed this diagnosis. 
Given these significant cautionary provisos, it may be possible nonetheless to 
identify experiences that peoples associate with discomfort, pain, or harm, and to 
compare explanations for such ill health across cultures. Among the Sudanese refugees 
and Malawi torture survivors in Peltzer's (1998) ethnocultural study of posttraumatic 
reaction, for example, "feeling detached or withdrawn from people" was generally 
understood as the consequence of an external force, that is, due to war, privation, or 
detention. This conceptualization, in fact, largely parallels that of Western psychiatry. In 
an exceptionally articulate essay on the interplay between culture and trauma, deVries 
(1996) notes that, uniquely in Western psychiatry, PTSD is defined as "set in motion by 
an exogenous event" (p. 399). This formulation of the psychopathology, incorporating 
both the individual sufferer and the environmental stressor, deVries sees as a potential 
model for the West to adopt in "recontextualizing" psychological illness to include the 
sociocultural meanings assigned to it by the persons affected. Awareness of social 
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context, it may be interpolated, would potentially enhance the usefulness of Western 
mental health practice, including for children from the developing world affected by war 
and displacement. 
Apparently in accord with deVries' rethinking of PTSD, recovery for the 
sociocentric individual exposed to severe stressors in situations of massive violence and 
dislocation may involve sociocultural processes in tandem with, or in place of, 
psychological ones. Bracken and colleagues (1995), with backgrounds working with 
survivors of atrocity in Uganda and Nicaragua, state that psychotherapy, given its 
tendency to individualize suffering, may be considered "inappropriate and indeed 
harmful in more 'sociocentric' societies where the individual's recovery is bound up with 
the recovery of the wider community" (p. 1080). Similarly, Englund (1998) unpacks the 
cultural constructions of personhood in Africa as a means of challenging assumptions of 
NGOs from the North regarding the "healing" of refugees from war-torn Mozambique. 
Drawing on extensive anthropological fieldwork among Mozambican refugees in Malawi 
in 1992 and 1993, he dismisses the "dichotomy of'individual' and 'group'," asserting 
further that "successful post-war therapy among refugees largely consists in creating 
conditions for the regaining of sociality" (p. 1166). Non-industrial societies affected by 
extreme violence frequently "collectivize the social injuries of massive trauma" (Suarez-
Orozco & Robben, 2000, p. 22). For social reintegration to be regained, in Englund's 
terms, fundamental sociocultural processes must be restored. 
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Cultural Meanings of and the Ritual Response to Massive Suffering 
Cultural understandings of the body and disease or disorder necessarily 
correspond with broader perspectives on human agency and its limitations, with views of 
the person's place in relation to the collective, the land, the universe. DeVries (1996) 
parses out aspects of vulnerability and resilience with regard to traumatic exposures, 
illustrating ways that cultures function to protect against the effects of calamity and to 
restore health in its aftermath. Considering the Western psychiatric understanding that 
PTSD arises as a normal reaction to an abnormal situation, he observes that this idea 
itself is rooted in what he calls the optimistic modern belief that individuals control their 
destiny—that under ordinary circumstances, "people can have control over their fate" (p. 
399). This idea, he notes, is unacceptable within Hinduism and Islam, and is at odds with 
"traditional" understandings that neither illnesses nor their causes vanish with treatment 
or time. Sufferings such as disease, rather, serve to communicate to the traditional 
society the need continually to galvanize itself against vulnerability. Religions, along 
with central customs, traditional narratives, and rituals, thus enable cultures to organize 
and maintain an orderly progression through the life cycle. As such, these institutions— 
predating, of course, modern discourses, including that of psychiatry—provide continuity 
in the face of discontinuous events. In deVries' terms, these vital structures afford 
"mechanisms that allow individuals to reorganize their often catastrophic reactions to 
losses" (p. 401). Such "homeostatic processes" assign meaning to suffering, as 
something that "can be cured, must be endured, or is a means of communicating" (p. 
403), and potentially facilitate group and individual survival in the face of a range of 
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extreme stressors. The rituals and customs of sociocentnc cultures especially serve as the 
paradigmatic structures for creating sociality, and in such situations of massive disruption 
as war help sustain a community's capacity for facilitating its members' movement "from 
shock to grief, and ultimately to nonbereavement" (p. 404). Reestablishment of 
normality may depend on the continuity of such "culturally regulated processes." 
In Mozambique, in the wake of the massive destruction wrought by a ruthless 
civil war, revitalization of the ritual order has been deemed pivotal to reconstruction, as 
to the restoration of social harmony. Aiming to document the social and cultural 
dimensions of the reintegration process, with particular attention afforded the 
"cosmological model" regulating the social life of rural communities, A. M. Honwana 
(1997) in 1993 and 1994 undertook an immense study of the role of "traditional" 
institutions in the rebuilding of social order. She conducted interviews with "traditional 
healers, diviners, spirit mediums, traditional chiefs and regulos" (traditional chiefs 
appointed by the Portuguese), as well as "leaders of independent churches and of 
established world religions; war affected people such as refugees, displaced people, 
kidnapped and instrumentalised children, and ex-soldiers; politicians; and many ordinary 
people" (p. 294). Grounded in these discussions, Honwana's article illuminates 
traditional modes of recovery from exposure to extreme stressors of war, contrasting 
these indigenous methods with "[d]ominant psychological approaches in the modern 
Western tradition" (p. 295). 
Since in Mozambique, a strong legacy of ancestor worship provides people a way 
of restoring peace and balance in their lives, this and other customs amount to "common 
sense routes to understanding and healing psychological trauma" (Honwana, 1997, p. 
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296). The Machel study generally supports this argument, noting that "in many ethno-
medical systems, the body and the mind are always dependent on the actions of others, 
including spirits and ancestors," and adding that "in many areas of Africa, the main 
sources of trauma are considered to be spiritual" (Par. 175). Honwana reveals how 
traditional healers address both the somatic and the emotional aspects of ill health. 
Diviners in the course of the divination seance identify a proper diagnosis by drawing on 
the close cultural bond with the patient, utilizing knowledge of the state of the patient's 
communal relationships. Treatment among these rural Mozambicans, however, does not 
imply any sort of spoken "processing" of the events diey have survived together. As 
Honwana demonstrates through reference to a previous study by Marrato, 
. . . the recalling of traumatic war experiences through verbal 
externalisation is not part of the process of coming to terms with i t 
[Mozambique's p]eople would rather not talk about the past, not look 
back, and prefer to start afresh following certain ritual procedures. These 
do not necessarily involve verbal expression of the affliction, (p. 296) 
In further critiquing the application of psychological norms and practices in the 
southern African milieu, Honwana focuses on their cultural specificity. She cites Dawes' 
(1996) explanation of the efficacy of standard psychotherapeutic approaches in "Euro-
American contexts," where such methods have their roots in "local, ancient religious 
traditions," namely the Roman Catholic confessional. (The legacy of verbal 
psychotherapy as a ritual rooted in the confession booth was elaborated earlier by 
Foucault in The History of Sexuality, 1978.) While making clear that Western 
psychology has little to offer toward restoring social stability in contemporary rural 
Mozambique, Honwana acknowledges that with its origins in religious ritual, 
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psychotherapy may well have achieved standing as a common sense approach in Western 
societies. 
On the other hand, within cultures where an essential unity of mind and body, 
cognition and affect, is traditionally reflected in an unbroken participation with the 
natural world, body-oriented rather than discursive rituals afford restoration and social 
reintegration in the wake of disruption. Describing initiation rites, spirit exorcism, and 
mortuary rituals among Mozambican refugees in Malawi, Englund (1998) records 
important details of how these acts entail the fusion of bodily practices and spatial 
symbolism, while shunning verbalization. Through the idiom of shaving, for example— 
of the bereaved as part of a funeral, or on the occasion of an infant's naming, a girl's 
initiation rite, or a boy's induction into a secret society—mourners and novices alike 
"enter a new phase in the life cycle" (p. 1170) by undergoing the salient experience of 
bodily transformation. Citing the performative theory of ritual elaborated by Drewal 
(1991), Englund observes that the operations "performed on the body in rituals do not 
'represent' social and political realities in any essentialist sense" (p. 1166). Rather, the 
force of these transformative events "hinges on performance rather than discursive 
contemplation" (p. 1166). It is of the utmost significance to community cohesion that 
rites are actual, immediate, physical enactments on the body of the people. Perhaps 
related to this body orientation and focus on the non-discursive is the penchant among 
Africans for synthesis, rather than analysis, which according to Okeke et al. (1999) may 
find parallel in African culture's preference for intuition in reasoning, along with its 
hypothesized emphasis on the kinesthetic and auditory as culturally dominant sensotypes. 
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Moreover, congruence between a culture's holism and the non-discursive 
orientation of its therapeutic ritual is not unique to Africa. Servan-Schreiber and 
associates (1998) point to how Buddhist religious practice and certain indigenous stress 
reduction mechanisms—meditation, along with deliberate breathing for relaxation—that 
invoke mindfulness through bodily repose, afford meaning to the suffering of the Tibetan 
refugee children discussed in earlier sections of this document. The essential oneness of 
soma and spirit is enacted in these non-discursive cultural rites as well. 
Furthermore, questions of the value of discursive therapeutic structures have been 
raised not only by anthropologists surveying conditions in southern Africa, but by 
psychologists in Europe. In relating their findings in a group of resettled children from 
Bosnia-Hercegovina, Angel et al. (2001) highlight Bosnian Muslim cultural norms 
inhibiting discussion of the suffering left behind in the home country. Among the 
aforementioned 99 school-aged refugees from Sarajevo who were examined in Sweden 
for patterns of war stressors encountered and ongoing psychological difficulties, it was 
found that for the children who had experienced the highest degree of exposure, talking 
about these events seemed to increase the negative effects. Some 70 percent of parents 
avoided discussing the war with their children, most believing the youngsters better off 
without its painful reminders. The attitudes of most of these Bosnian Muslim parents 
thus were at odds with "the received wisdom among many Western professionals that 
working through traumatic experiences is important to mental health" (p. 11). Using a 
multiple regression analysis to examine associations between talking about the war 
experience, the exposures faced, and consequent distress, the authors found discussion 
linked with fewer problems in cases where stressors were "relatively minor." For 
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children exposed to more serious stressors, however, problems were exacerbated. The 
authors argue that there is a lack of convincing evidence to support the efficacy of 
psychodynamically-oriented "working through therapy" with children suffering from 
war-related PTSD. It may be hypothesized that a more culturally valid, non-discursive 
approach would have afforded these children a better prognosis. 
Ritual Structure: Enabling Social Reintegration 
Ritual's unique role in propelling sociality makes it an incomparable model for 
psychosocial interventions that address war-affected children from certain holistic, 
sociocentric cultures of the developing world. Some ethnographers, including Englund 
(1988), as noted above, have emphasized the transformative potential of non-discursive 
rituals, rooted in bodily enactment. Performances of rituals and other cultural customs 
afford participants occasions through which to express or control emotions, that is, to 
experience and manifest being itself as an intimate connection to a social group. 
DeVries (1996) looks at these vital events as mechanisms through which cultures 
help "render life predictable." On occasions when political or social upheaval— 
"revolutions, civil wars, and uprootings"—lead to the breaking down of such traditional 
systems, then the loss of "cultural defense mechanisms" compels individuals to seek 
"emotional control" on their own (p. 407). He terms "regressive" the ensuing tendency to 
"release individuals behaviorally and ideologically from an intolerable complexity" 
through such politically charged survival strategies as "[e]thnicity, nationalism, tribalism, 
and fundamentalism." Denial of anxiety or grief may fuel efforts to "forge order from 
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emotions through violence and aggression" (p. 407). Absence of access to ritual forms of 
sublimation thus undermines the possibility of restitution or restoration, and may instead 
be conducive to sparking or prolonging conflict. 
It is often assumed in the North that indigenous traditions impede personal or 
historical change, and deVries' (1996) analysis of rituals as "cultural defense 
mechanisms" that avert the disasters of political extremism would seem to confirm this 
view. Victor Turner (1976, 1977a, 1977b), however, counters the predominant Western 
view that ritual, even in a traditional culture, is either rigid or obsessional, and refigures it 
as a potential gateway to social reversal and transformation. Turner specifically 
differentiates himself from "certain anthropologists who would regard religion as akin to 
a neurotic symptoms or a cultural defense mechanism [italics added]," both approaches 
treating "symbolic behavior, symbolic actions as an 'epiphenomenon'," while he instead 
confers "'ontoIogicaT status" (1976, p. 119). According to the author, societas (society) 
is a process rather than a thing, and is compounded of successive phases of structure and 
anti-structure, or communitas. Communitas, suggestive of the sort of social bond that 
defies codification within structural categories, appears most often in liminal spaces and 
times, outside the frame of ordinary life, and is manifest in all variety of rituals. The 
author borrows the term liminal (from the Latin limen or threshold) from Belgian 
folklorist Van Gennep (Les rites de passage, 1960) whose definition of rites of passage— 
subdivided into such life-crisis rites as puberty/initiation rituals and seasonal or 
collective-crisis rites—consists of three discrete stages. As described by Turner (1977a), 
these are: 
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(l)Separation (from ordinary social life); (2) margin or limen . . . when the 
subjects of ritual fall into a limbo between their past and present modes of daily 
existence; and (3) re-aggregation, when they are ritually returned to secular or 
mundane life—either at a higher level or in an altered state of consciousness or 
social being, (p. 34) 
Liminality, or "being-on-the-threshold," is thus the period betwixt and between, the 
subjunctive, playful "as i f of ritual, in space as in time apart from quotidian existence, a 
site of intense communitas. The sacralized borders of liminality frame a potentiality for 
enchantment, subversion, and change. "When a ritual does work," according to Turner 
(1976), it is possible, 
to achieve genuinely camartic effects, causing in some cases real 
transformations of character and social relationships... The exchange of 
qualities makes desirable what is socially necessary by establishing a right 
relationship between involuntary sentiments and the requirements of social 
structure. People are induced to want to do what they must do. In this 
sense ritual action is akin to a sublimation process, and one would not be 
stretching language unduly to say that its symbolic behavior actually 
'creates'society, (p. 118) 
Traditional cultures' engagement with liminality suggests not so much rigidification of 
social structures of meaning in reaction to threat, but a renewing embodiment of 
potentiality and change. 
Traditional Healers and Initiation Rites in Communal Cultures 
The ontological transformations of ritual support a cosmology in communal 
cultures mat often expands the social world to incorporate not only the living but 
ancestral spirits, and in so doing may assume particular salience in times of massive 
violence or upheaval. Englund (1998) documents the double role of rituals for exorcizing 
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the vengeful spirits of those killed during the war in Mozambique. Refugees performing 
these ceremonies were simultaneously, according to Englund, "healing their war 
traumas" (p. 1165). In many parts of the developing world, and in displaced 
communities in the developed world as well, traditional healers, imbued with the 
collective's transformative potential, thus ensure collective access to the spiritual realm. 
The work of traditional healers, as "guardians of the cultural concepts of dependence, 
family roles, care-seeking behavior, and life cycle expectations," is rooted in a holistic 
cosmology in which, "the body cannot in any way be isolated from the mind, and the 
mind cannot be removed from its social context" (deVries, 1996, p. 403). Whether 
through trance, divination, spirit exorcism, rites of initiation, or more mundane social 
functions, healers typically permeate ordinary boundaries of quotidian reality through 
primarily bodily enactments that are of fundamental importance to creating communitas, 
in Turner's terms, or mitigating the disruptive powers of war and organized violence to 
"traumatize," in deVries'. 
As if at once amplifying Turner's emphasis on the ontological aspect of ritual 
enactment while adding a symbolic dimension to it, Eisenbruch (1992) describes the 
work of the resettled traditional healer from Cambodia as targeting both the soma and the 
spirit of the affected individual. When the mind and body are out of their essential 
equilibrium, as "in the wake of separation, torture, death, bereavement, and uncertainty 
about their future in an environment of war" (p. 9), the traditional healer will diagnose 
the patient, 
. . . not by grouping symptoms or, for that matter, other characteristics 
such as the organs affected, but by metaphorically entering the world of 
the patient's terror and distress, identifying the whole spiritual and somatic 
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mechanisms by which the patients feel their afflictions, and dealing 
promptly with the cause, (p. 10) 
This "multidisciplinary mental health worker" avoids the mistake of focusing on the 
patient's headaches or lethargy in themselves, and instead, anchoring his diagnosis in the 
full ecology of the collective Khmer experience of lost social structures, cultural values, 
and self-identity, will classify the patient as having become ckuzt. Central to Cambodian 
cosmology, ckul "encompasses mental illness, behavioral difficulties, and social and 
community disorders" (p. 9). Whereas, according to Eisenbruch, Western interventions 
may heighten the refugee's distress, intervention by the traditional healer or Buddhist 
monk may effectively "restore the patient's link with the past" and hasten reintegration 
within the community. Typically, for the Cambodian suffering cultural bereavement, 
mourning losses impedes proceeding with ordinary life, and the pain of continual 
intrusion of images of the past is exacerbated by the failure to complete obligations to the 
dead. The traditional healer appreciates the meaning of these dilemmas, and "bearing the 
cultural recipes" necessary to resolve them, "provides the ritual antidote to cultural 
bereavement" (p. 9). 
A continent away, postwar Mozambicans were to face the same predicament as 
the Khmer: Lacking the ability to observe a full range of obligatory rituals itself became 
a source of extreme distress for many (Englund, 1998). Indeed, only through the 
performance of funeral ceremonies and spirit exorcism could survivors begin to "regain 
their well-being" in the aftermath of the war, for as among the Khmer, the Mozambican 
dead would otherwise "intrude upon the world of the living" (p. 1171). In the Dedza-
Angonia borderland, for example, RENAMO would frequently set dwellings ablaze with 
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their occupants trapped inside. Beyond terrible grief and loss, the consequences for 
friends and relatives characteristically involved a haunting guilt over the unnaturalness of 
the deaths, compounded by the impossibility amid conditions of war to perform 
appropriate mortuary rites, which might properly last up to six months after death. In her 
conversations with refugees preparing to return to their places of origin, Honwana (1997) 
found unanimity in the expressed interest upon first arriving home "to organize a big 
mhamba [a propitiatory ritual routinely performed in honor of ancestral spirits] for their 
ancestors who remained abandoned in their land" (p. 303). Rituals designed to address at 
once the physical, cognitive, and spiritual dimensions of these problems, moreover, 
treated the whole person—and "never as a singular entity" (Honwana, 1997, p. 297). As 
ill health, according to Honwana, is considered foremost a social phenomenon, it may or 
may not manifest in the individual's physical body. The ministrations of traditional 
healers in Africa, even those ritual practices deemed from an etic perspective to address 
solely an individual patient, are critical to the function of the community as a whole. 
After war, all members of Mozambican society must pass through a cleansing process 
that supports social integration. Honwana quotes a Ronga expression—"ku hlampsa 
ngati ya impi"—meaning to wash off the blood of war; failure to do so, it is understood, 
may "contaminate the community and cause insanity" (p. 300). 
Neither the animistic system that informs transformative ritual nor the work of 
traditional healers can be ignored in developing an adequate interpretation of massive 
violence and its consequences to holistic communities. Animism may inform such 
communities' culture as a whole—hence, both the fighting and the healing required after 
the fighting is done. Englund (1998) notes that RENAMO guerrillas were notorious, for 
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example, for their "ritual [italics added] elaboration of violence" (p. 1167). Honwana 
(1997) reports that in Mozambique military leaders on both sides utilized the spirit-
possessed to strengthen the coalition between the living and the spirits. Some 
commanders consulted tinyanga "for protection against the enemy and to win battles. 
Soldiers would prefer to join the battalion of a commander they knew to be protected and 
advised by a good nyanga" (p. 298; tinyanga is the plural form, and nyanga, the singular, 
for intermediaries between the living world and ancestral spirits). Anecdotal evidence, 
moreover—consisting of a 1994 personal communication from the Children and War 
Project, cited by Caims and Dawes (1996)—suggests that the war itself was commonly 
construed as "originating in the wrath of the spirits" (p. 135). According to the Maputo-
based NGO, many people understood the conflict as the outcome of Frelimo's banning of 
traditional ceremonies, an act offensive to the spirits, as to the people themselves. The 
spirits, in this line of thinking, were also assumed to be a determining factor in the 
behavior of child soldiers in the war. "This does not mean that these children were not 
affected by the war, but that how they deal with it is mediated through an animistic 
system" (p. 135). 
A number of authors report that children in Mozambique, abducted into armed 
conflict, were compelled as part of their induction to commit brutal acts against 
civilians—sometimes to kill someone known to them—as a way of dissolving inhibitions 
against violence (Boothby, 1992; Macksoud et al., 1993; Mendelsohn & Straker, 1998). 
Boothby (1992, 1994) and Macksoud et al. (1993), echoing Van Gennep, have termed 
this radical resocialization a "rite of passage." As such, these authors are likening this 
ruthless military indoctrination to a central fixture of African culture: the rite of initiation, 
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or puberty rite, in which youths across the continent pass into adulthood. The young 
Somali camel drivers' experience of steeling themselves against hunger and thirst, 
similarly interpreted by Rousseau and colleagues (1998) as akin to the process of 
initiation, shows "how exposure to stress can immunize and strengthen the person in the 
face of subsequent stressful situations" (p. 622). Such rites are deemed so crucial that 
adults among the South Sudanese minors in a crowded refugee camp identified the 
disruption of traditional initiation rites as the single most significant change in the life of 
their embattled community (Radda Barnen, 1994). According to Peddle et al. (1999), 
writing with a special focus on Angola and Sierra Leone, "secret societies" or "bush 
schools" have served in tandem with initiation rites themselves to transfer to generation 
after generation the traditions, values, and obligations of African societies. Commonly 
groups of boys receive a complete sexual initiation, while girls pass through rites at the 
time of first menstruation. Both groups may undergo circumcision in the course of their 
liminalized separation from ordinary life. For all, the rites involve initiation into the 
techniques, meanings, and mysteries of a people, and include ordeals that amount to a 
rigorous testing designed simultaneously to shape and challenge capacity for survival. 
Designating as a "rite of passage" RENAMO's initiation of boys into the lore of 
merciless violence thus requires some qualification, as puberty rites in African contexts 
typically refine rather than truncate moral development. Nonetheless, according to 
Boothby (1992), the guerrillas effectively ritualized the induction process, marking, for 
instance, a child's initial homicide as an event signifying transformation from ordinary 
civilian status to membership in RENAMO's "inner circle." In his interviews with child 
survivors of the war, the psychologist reports hearing a number of variations on this rite 
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of passage theme. One version of this narrative, proffered by a 13-year-old boy from 
Gaza Province, involves events immediately following the child's first killing: 
Renamo brought a traditional healer to m e . . . He called forth demons and 
asked them to protect me against Frelimo's bullets. He said the demons 
agreed to protect me. But he said I had to drink the blood of the next three 
people I killed before I would be safe from the bullets. If I didn't, I would 
be killed myself... [Then] there was a ceremony. The music and singing 
lasted all night and everyone smoked marijuana, (p. 174) 
(It might be useful to know why the word demons is used here in the interview 
transcript's translation, that is, whether the boy used a word different from that ordinarily 
translated as spirits.) 
Boothby (1992) offers additional interview excerpts from two 12-year-old boys, 
one from Tete Province: 
Three different times people tried to escape the base camp and were 
caught and brought back. Renamo gathered the children together, 
including me, to witness their punishment. They told us we could not cry 
or we would be beaten t o o . . . [Then] one of Renamo's soldiers struck the 
man who tried to escape on top of the head with an axe. After splitting his 
head open he kept driving the axe down until it went into the man's chest 
area. (p. 173) 
The second boy is from Inhambane Province: 
Renamo caught an old woman trying to escape. She was brought to the 
group of us that was being trained. The Renamo leader pointed to Manual 
and told him to kill her. He took his bayonet and stabbed her in the 
stomach. Then the leader told Manual to cut off her head. He did it and 
they saw that he was brave and made him chief of our group, (p. 173-174) 
It is difficult to speculate from an etic perspective how these child soldiers could 
manage to accommodate these horrors and the distress of their own bodily revulsion to 
such calculatedly ruthless dehumanization. Beyond assumed responses of terror and 
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anxiety, culturally specific harms may pertain. "In some African cultures," as the Machel 
study explains, "strong spiritual convictions hold that anyone who has killed is haunted 
by the evil spirits of the victims" (Par. 55). Given the coincidence of such belief 
structures and persistent slayings, various societies have developed rites of passage, 
symbolic re-enactments designed to smooth the distress of social structures torn by the 
inexorable suffering of war and its reliving. Indeed, in the wake of sustained fighting, 
increased utilization of traditional healers has been noted, such that in a somewhat remote 
community in Mozambique with a population of 6,000, 79 healers were found active 
(Scott-Danter, 1998). Responding to the schisms facing their communities, traditional 
healers and tribal leaders in African and other developing countries have introduced 
ceremonies or transformed ageless ones for the new process of reintegrating returned 
child soldiers. In Bantu cultures anyone who kills is haunted by the unavenged spirits of 
the murdered (Wessells, 1997). Since this implies that accepting a former child soldier 
into one's village is tantamount to accepting evil spirits as well, the Machel study 
recommends involvement of traditional healers in programs designed to reintegrate 
demobilized children into their communities. 
Such rites of passage have been utilized for children affected by violent conflict 
for some time, and a few relevant narratives, collected from various African regions, are 
presented here as emblematic of what is apparently a minimally documented whole. In 
the aftermath of Zimbabwe's war of independence, for example, Reynolds (1993) 
observed through fieldwork involving contact with sixty healers over a two-year period in 
the early 1980s, how the n 'anga, or traditional healers, "provided opportunities through 
ritual for reconciliation and the soothing of individual trauma" (p. 1). Occupying a 
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revered place within the social structure, and as members themselves of the communities 
that had shared in the experiences of the war, the n'anga served combatants from both 
sides of the conflict who sought cleansing as a way of averting the pain of reliving those 
experiences. Since Zezuru cosmology was "not hamstrung by theory that divides body 
from mind" (p. 18), children affected by war, whether as agents or subjects of violence, 
would access the n'anga's attention through physical ailments, dream-telling, or 
disreputable behavior or other expressions of distress. The rituals of expurgation that 
followed, often involving incisions or emetics, were explained to be effective only in 
conjunction with patients' truthfulness about their actions. Perhaps indicative of the 
depth of the n'angas' psychosocial wisdom is Reynolds' finding that "healers were 
sensitive to the possibility that children had been disturbed by the conflict and might have 
participated in it" (p. 15). 
According to Mike Wessells (1997)—a U.S. psychology professor who also 
works in Angola with "a multi-province program that enables adults in local communities 
to address the emotional needs of war-affected children through a mixture of Western and 
traditional healing methods" (p. 38)—ceremonies preparing demobilized child soldiers 
for village homecomings appear to be relatively common, not only in sub-Saharan Africa 
but in rural, indigenous communities globally. One Angolan traditional healer described 
for Wessells the ceremonial practice that marks for the community and for the boy 
involved a crossing of the sacred threshold between ostracism and belonging: 
First, [the healer] lives with the child for a month, feeding him a special 
diet designed to cleanse. During the month, he also advises the child on 
proper behavior and what the village expects from him. At the end of the 
month, the healer convenes the village for a ritual. As part of the 
ceremony, the healer buries frequently used weapons—a machete, 
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perhaps, or an AK-47—and announces that on this day the boy's life as a 
soldier has ended and his life as a civilian has begun, (p. 37) 
If Wessells' sources are to be trusted, such transformative rites often result in the 
alleviation of former soldiers' grief and fear, as well as in the easing of their return to 
their home villages. The way is opened to a sharing of alternatives to aggressive 
behavior in the resolution of conflicts. 
Healers in the village of BCiziba in Uganda's Luwero triangle—known in the 
1980s as the country's "killing fields" due to the hundreds of thousands of civilians 
slaughtered by government counterinsurgency operations—embodied the community's 
sense of continuity in the face of assault (Bracken et al., 1995). Consulting the tribe's 
ancient spirits afforded a crucially sustaining linkage with the past. In the postwar 
period, these traditional healers generally recognized an increase in all varieties of illness, 
"including cases of madness (eddalu), foolishness (pbusiru) and disturbed behaviour 
(akalogq/Jo)," though no "particular post-traumatic syndrome" (p. 1080). At this time the 
authors encountered, at a village clinic, a 19-year-old former child soldier, who was 
experiencing headaches, and generally feeling unwell. The youth was very disturbed by 
"nightmares in which he would see friends of his who had been killed in the war and also 
some of the people he had killed himself (p. 1080). He had joined the army at age 16 
after his father had been killed by the rebels. Some time thereafter a grenade explosion in 
front of the army truck in which the boy had been riding had thrown him from the 
vehicle, breaking an ankle. Upon his return to his home village, the ankle healed well, 
but he had difficulty resuming civilian life, largely due to the torment of the 
nightmares—which he considered visits from the spirits of the dead. Besides visiting the 
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authors' expatriate medical team, he consulted a local traditional healer who diagnosed 
persecution by harmful spirits (mayembe) and prescribed "the sacrifice of a chicken and 
certain rituals to be carried out by the patient and his family" (p. 1080). Performance of 
the rituals apparentiy provided the young man relief, while in the process facilitating 
reintegration with his family. 
Gibbs (1994), in the course of her research in 1993 in the Zambezia province of 
Mozambique, had occasion to interview a child soldier who related that both the 
medicine he had obtained from a healer and the process of confession he participated in 
at his church "had helped calm his heart." As the child explains to Gibbs: 
The church made me confess in front of the whole congregation and made 
me tell them what had happened there... [TJhe congregation was very 
happy to have me back again and they sang songs. It was shameful [for 
me] to say what was happening, it was very terrible, but I had to say i t . . . 
[I]t was important because what was happening there was very terrible, the 
bad tilings that I did there, they were the things that a person cannot do. 
(p- 274) 
This particular boy's comfort with religious syncretism—in effect, gaining succor from 
both traditional healing and Christian atonement—may indicate an inroads of discursive 
processing regarding potentially shameful participation in the acts of war that would 
point toward the development of transculturally integrative psychosocial interventions. 
On the other hand, Honwana (1997) offers case evidence to suggest a continuing 
cultural aversion in Mozambique to the verbal as a means of overcoming the personal and 
communal sequelae of exposure to the severe stressors of war. The father of a child 
soldier who had begun his military training at 8 was, on the child's return, very 
concerned that the boy was incessantly talking to neighbors about his killings. By failing 
to forget the past, the child was continuing the risk of contamination—and failing to 
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separate the dangerous experience of healing from the routines of daily life, to contain his 
efforts at transformation, as it were, within a properly liminal frame. In speaking, rather, 
the child was opening the way for the family's visitation by evil spirits. Such 
externalizing, it is presumed, is forbidden within a ritual order that subverts "verbal 
exteriorisation" of experience and achieves "catharsis . . . through nonverbal symbolic 
procedures" (p. 303); to remember and recount the traumatic exposures would pave the 
way instead for the return of bad spirits—and perhaps, the continual reliving of the 
traumatic distress. 
Honwana (1997) relates in greater detail a narrative of ritual purification 
regarding another child soldier in Mozambique, whose ritualized experience may better 
approximate that of a participant in Turner's three-part transformation. The son of a 
nyanga, or intermediary with the ancestor spirits, 9-year-old Paulo had managed to 
escape from RENAMO after being kidnapped and spending 8 months in the camp, during 
which time his family did not know if he were alive or dead. Upon his safe homecoming, 
he was ushered to the ndomba, or house of the spirits, where his grandfather presented 
Paulo to the ancestors, thanking them for protecting the child. After a few days, Paulo 
was taken to the bush and installed in a small thatched hut built for the occasion. Inside, 
the boy was undressed, removing the dirty clothes he had worn upon returning from the 
training camp. The family then set the hut on fire; an adult relative helped Paulo escape 
its flames. Afterwards Paulo was directed to inhale the smoke of various herbal 
remedies, and was bathed with medicine-treated water, cleansing his body inside and out. 
Finally, the making of small incisions (Jot thlaveld) in his body to be filled with herbs was 
performed as a way of restoring his strength. According to the boy's healer/father, the 
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burning of the hut, clothing, and all substance remaining from the RENAMO experience 
had to be accomplished, in order to symbolize "rupture with the past" (p. 301). 
Honwana (1997) describes the aims of these and other cleansing rituals as 
liberating the individuals involved from pollution, while restoring their identity within the 
family and community: "These rituals involve a break with the past traumatic 
experience," the source of pollution, and "prevent the contamination of the group" (p. 
303). As a threat to the collective's integrity, polluted persons must undergo a period of 
separation "in which they do not belong to the social body and cannot enjoy social 
interaction." In Mozambique's holistic, sociocentric cultures, as elsewhere in the 
developing world—in the aftermath of war's terror, only removal to the margins and a 
liminal period of compliance with taboos can possibly open the pathway toward personal 
transformation and social reintegration. 
Psychosocial Interventions that Respond to the Stressors of War 
Given the enormity of the impact of war and organized violence on children's 
psychosocial well-being, improving the conditions of young people's lives through 
initiatives targeting the needs of the war-affected would logically amount to a global 
priority. In a world in which entire cultures are targeted for destruction and nearly one 
percent of the population is displaced, such an imperative is, in fact, clearly framed in 
international human rights law. As noted above, the Convention on the Rights of the 
Child obligates States Parties to "promote physical and psychological recovery and social 
re-integration" of these children. Nonetheless, psychosocial programs that address the 
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problems of children of war are relatively uncommon, even in places where relief and 
development programs are in operation (Boothby, 1996). Research literature on these 
matters too is scarce, while determinants that might well inform the parameters of 
interventions for these children are many. 
Identifying three primary areas for influencing the mental health of war affected 
children—sources of exposure to stressors; children's "ecologies" or balance of their risk 
and protective factors; and developmental processes—Macksoud and colleagues (1996) 
suggest a number of possible entry points for intervention. Expanding upon this 
compilation, the following pages address a somewhat broader range of initiatives for the 
assessment, treatment, and prevention of psychological harms in children of war. 
Moreover, the virtual absence of empirical support for the intervention plans under 
discussion, particularly given a shortage of rigorous program evaluation, necessitates 
heavy reliance on published case studies and theoretical writings. Most of the 
programmatic efforts considered here have been designed to meet the needs of children 
from sociocentric and holistic societies in the developing world, which may indeed share 
salient characteristics with other holistic, sociocentric cultures. Assuming the 
transferability of interventions implemented in one cultural and sociopolitical arena to 
another framed by a very different set of norms and political realities, however, may 
constitute a design for disappointment and ineffectiveness. As Turner's theories of ritual 
structure would suggest, cultures, and the events and relationships among members that 
comprise them, are malleable through time—dynamic processes not products. Defining 
the parameters of intervention for children affected by war and organized violence, 
therefore, means taking account of a host of potentially transitory variables. A program 
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planned for children in a refugee camp setting may not meet the needs of children who 
are either internally displaced or in resettlement. Effectiveness demands instead that 
universalist assumptions give way to a context-driven and culturally-informed relativism. 
While it may be necessary to put to rest the generalizing notion that any one 
intervention strategy can effectively address the needs of children everywhere affected by 
war (Boyden, 1994), it is nonetheless possible to identify a number of premises that are 
considered of broad value and applicability. First of all, as Ahearn and Athey (1991) 
stress, mental health services, no matter how defined, ought to be delivered in a manner 
that is respectful of and basically consistent with the culture of the child client. These 
authors note, in addition, that sensitivity to the child's place in the family and community 
is fundamental to cultural relevance. Further, Richman (1993) advises against 
underestimating the value of "providing a place of safety" (p. 1297)—a goal the 
Sanctuary Counselling Team in apartheid South Africa, despite supporting, had to 
acknowledge a basic failure to accomplish (Straker, 1987). Woodcock (2000) adds that it 
is singularly important to maximize refugees' capacity for self-determination, a feat that 
may at once require paying heed to collective determinations, especially by valuing 
pertinent indigenous resources. Finally, consideration should always be afforded 
possibilities for reducing children's exposure to the stressors of war and organized 
violence (Macksoud et al., 1996). The mental health professional may have a valuable 
role to play in prevention that would minimize the need for services aimed at alleviating 
or resolving distress. 
In the pages that follow a wide array of psychosocial interventions targeting the 
needs of children affected by war and organized violence are considered. The general 
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pattern followed in the discussion of risk factors and protective factors associated with 
children's exposure to the stressors of war will be replicated here with interventions 
relevant to children of war in various contexts. First, parameters are outlined for 
interventions: (a) in refugee camps; (b) with child soldiers and unaccompanied refugee 
children; (c) with refugee children in resettlement; (d) in situations of ongoing violence. 
The next portion of the chapter is devoted to a review of the literature related to 
psychosocial interventions that may be associated with various constructions of traumatic 
stress, specifically: (1) Straker's formulation of continuing traumatic stress; (2) Martin 
Baro's "psychosocial trauma"; (3) psychotherapeutic conceptualizations; and (4) 
contraindications for the Western psychiatric model. The section then addresses two 
areas of concern that may be crucial to the design of effective psychosocial interventions 
for children of war: preventive strategies, including human rights advocacy as 
prevention; and community development as psychosocial intervention. This section of 
the literature review culminates in discussion of interventions that deliberately integrate 
Western and holistic or sociocentric approaches to mental health. 
Parameters for Interventions in Refugee Camps 
As the "emergency departments of international public health" (Toole & 
Waldman, 1993, p. 605), refugee camps are sites known for overcrowded conditions and 
a disaster mentality 'hat may conspire against residents' emotional and psychological 
well-being. Generally, interventions designed for implementation in such camps aim to 
facilitate the "recreation of normality" (Miller, 1998, p. 374)—fulfillment of which may 
be routinely undermined by the structure of camp life itself. Given that refugee camps 
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often disempower and virtually infantilize even once productive, self-reliant adults, 
facilitating the development of children's self-efficacy and sense of agency in the camp 
environment is potentially quite problematic. Chamley (2000), pointing to the "states of 
precarious dependence" (p. 126) that are often fostered through "food aid" as a response 
to food insecurity, warns that "external interventions to support children in difficult 
circumstances" may produce similar dependencies. Paardekooper et al. (1999) mirror 
these concerns, underscoring that in the environment of the refugee camp, where 
supporting one's family and self by earning a living is rarely possible, residents have 
little occasion to practice '"problem-focused' coping strategies" (p. 534). 
These noteworthy difficulties notwithstanding, Miller (1998) elicits from studies of 
children in refugee camps factors that may be considered fundamental to processes for 
fostering children's resilience. Needed in this context—and elsewhere—are supportive 
relationships with trusted adults, as well as access to schools staffed by members of the 
children's community. Also important are structured settings for social and intellectual 
development that are capable of offering opportunities to make sense of the violence that 
forced their families and the children themselves into exile in the first place. 
Similarly pertinent to refugee camp interventions in support of mental health are the 
assessment procedures developed in Dharamsala by Servan-Schreiber et al. (1998). 
Although their research on behalf of Doctors Without Borders was not conducted in 
refugee camps per se, the measures utilized by the authors in settlements for 
unaccompanied Tibetan refugee minors may prove suitable to the refugee camp context, 
or to situations where opportunities to meet with children are especially few or brief. The 
researchers began their potentially transferable process by describing to adult supervisors 
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in each residential unit the diagnostic criteria of posttraumatic disturbance. Children 
identified by house mothers as likely troubled then met with the visiting clinicians. 
Initially finding the children reluctant to speak to them, however, the researchers 
determined thereafter to introduce their diagnostic interview process with half-hour-long 
group presentations. In these, the authors discussed with the children, 
. . . previous experiences [they] may have had with foreigners, and then 
described 'problems that have been reported to us by children in our own 
countries and children in refugee situations when they have seen scary 
things happen to other people, or when these things have happened to 
them.' (p. 875) 
Avoiding the word symptoms—the clinicians largely succeeded in destigmatizing 
posttraumatic experience by referring to it as "a normal response to an abnormal 
situation" (p. 876). They report that several of the young refugees, in hearing details that 
basically replicated personal and collective responses to their prior exposures to violence, 
began to express themselves physically, involuntarily nodding their head or shedding 
tears. The successful normalization of trauma provided sufficient comfort, in fact, for the 
children to release some of their enculturated reticence to speak, and they agreed to 
individual interviews. In the consultations that followed, the investigators utilized 6 
questions to screen for mental health problems. A positive answer to any of the questions 
would prompt a more in-depth psychiatric interview to elicit DSM-IV criteria for PTSD 
and major depressive disorder—the source of data discussed earlier in this text. Initially 
asked were the following: 
Do you have any memories that come back to you and that bother you? 
Do you have any trouble sleeping? Do you have any nightmares? Do you 
find yourself crying? Is it harder for you to enjoy yourself and play than it 
is for the other kids? Do you have trouble studying? (p. 876) 
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Anecdotal indications are that this assessment process, involving a 
psychoeducational component that enabled the children interviewed to identify their own 
responses as within a range of behavior considered normal by experts from outside the 
confines of their culture, may in itself have had a therapeutic outcome. Given appropriate 
adaptation to the cultural norms of the new environment, this assessment process may 
have applicability in refugee situations elsewhere, including refugee camps that shelter 
peoples representing other holistic, sociocentric cultures. To avoid the potential pratfalls 
of standardization, however, when applying such a method with another cultural group, it 
will be critical to undertake a careful evaluation of the cultural relevance of, for example, 
the screening questionnaire. Interpretations of such phenomena as memories, dreams, 
and nightmares—all referenced in the screening process—vary considerably from one 
cultural frame to another. What may be called for in response, in situations where 
dreams amount to insistent communication on the part of the ancestors, is almost 
certainly not diagnosis of, or treatment for, PTSD. 
Parameters for Interventions with Child Soldiers and Unaccompanied Refugee Children 
As Doctors Without Borders' mounting of the mission to Dharamsala perhaps 
attests, there has been a pattern among refugee protection agencies of prioritizing the 
needs of unaccompanied refugee minors, as this group is commonly considered at greater 
risk for mental health problems than refugee children in the company of adults 
(Rousseau, 1995). In recent years, the interests of child soldiers have come to the fore as 
well. In many settings, in fact, a high proportion of children recruited into armed conflict 
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over this period have been themselves orphans or otherwise separated from family and 
community support (Brett & McCallin, 1996). The focus on unaccompanied refugee 
minors by international aid agencies arises in response to a logical concern that, if not so 
targeted, these children will lack access to vital services. Nonetheless, particularly in 
refugee camp situations, a "converse problem" emerges "of parents abandoning children 
if unaccompanied status is perceived as affording the children greater benefits and 
services in the camp" (Williams, 1991, p. 208). Comparable risks may plague programs 
for demobilized child soldiers. Indeed, rehabilitation efforts that, in singling out children 
with past involvement with armed groups, effectively "promote a specific identity" 
among them, may prove dangerously counterproductive to the aims of reintegration 
(Bracken et al., 1996, p. 119). 
In a postwar period, countries must confront what a year 2000 United Nations 
Secretary-General's report calls the "crisis of young people": "[R]ecovery in many 
places," it is stated, "will depend largely on ensuring a role for young people, on 
rehabilitating young people affected by the conflict, and on restoring a renewed sense of 
hope" (Par. 66). Such renewal cannot be accomplished, however, if, in Boyden's (1994) 
terms, the "apocalypse model" of conflict current among international relief agencies 
continues to justify a bias towards orphans, child combatants, and refugees, "at the 
expense of larger child populations indirectly affected by conflict" (p. 254). During such 
a period of reconstruction, rather than allocating scarce resources toward one distinct 
subset of children—thereby potentially stigmatizing them—states, communities, and 
NGOs alike are encouraged to integrate programmatic efforts to address a wide spectrum 
of children's issues (Brett & McCallin, 1996). Moreover, according to McCallin (1998), 
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"Demobilisation may represent yet another loss for children" (p. 69) who have already 
lost a very great deal. As such, intervening with child soldiers may best incorporate a 
combination of: initiatives to ensure these children's "reattachment" to families and 
communities, and prevention efforts aimed at alleviating desperate conditions that may 
otherwise continue to propel children to participate in conflict. Rather than concentrating 
unduly on former child soldiers' identity and experiences as soldiers, it is important to 
consider their lives before and after recruitment. Doing so, according to McCallin, 
enables a shift of focus, such that "interventions to address the psychological 
consequences of their 'traumatic' experiences are an aspect of, and not central to, efforts 
to address their situation" (p. 71). 
Meeting the multiple needs of unaccompanied children and demobilized child 
soldiers would seem thus to require a comprehensive and integrated approach of the sort 
implemented effectively in Mozambique by the Project on Children and War (Boothby, 
1996). With an estimated 200,000 children nationwide separated from their parents, the 
Project managed tracing and reunification for more than 30,000. In addition, through an 
extensive series of workshops in 25 war-affected areas, the Project trained a corps of civil 
servants and an additional 500 paraprofessionals and local volunteers to respond to 
children's distress—including through dance, sociodrama, oral history, and art. Such 
psychotherapeutic initiatives with unaccompanied children, which are apt to prove 
effective only if integrated into broader psychosocial programs, may typically involve 
such themes as grief over lost attachments and "rage at [the children's] parents, 
homeland, culture, and race for having 'abandoned' or otherwise rejected them" 
(Westermeyer & Wahmanholm, 1996, p. 97). 
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Family tracing programs, constituting a critical step in the process of responding 
to these children's separation and supporting their development, exemplify the approach 
to psychosocial intervention in postwar settings that is advocated by the Machel study. 
Innovations in supportive group care and substitute families are other vital options for 
helping advance reattachment to communities (Chamley, 2000; Chamley & Langa, 1994; 
Wolff et al. 1995). Factors likely to determine the success of social reintegration, and 
hence to help prevent recruitment of children into armed conflict, while hastening 
recovery among all children affected by it, are those most likely to stabilize communities 
as a whole: educational opportunity, employment, and economic security for children 
and their families (Brett & McCallin, 1996). If, as the Child Soldiers Research Project 
notes, the community as a whole blames homeward bound child soldiers for the stressors 
of war it may have experienced directly, then a community-based approach to the 
problem of the children's rehabilitation may be all the more relevant: 
Community involvement in their social reintegration would ensure not 
only the applicability of interventions to the circumstances of the children, 
but would also be more likely to result in an approach where the needs of 
the child soldiers were incorporated into overall programming to address 
children's issues in the period of post-war reconstruction. (Brett & 
McCallin, 1996, p. 130) 
Parameters for Interventions with Resettled Refugee Children 
It is logical that the cohort of children affected by war and organized violence that 
is most likely to come in contact with mental health practitioners trained in Western 
psychology is that of children resettled as refugees in countries of the North. This group 
certainly makes up the vast majority of research subjects in the relevant literature on war-
affected children, both when viewed as a whole and when considering only that subset 
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surveyed in this thesis. As noted earlier in the discussion of risks associated with 
refugees in resettlement, children having this status generally face a wide range of 
stressors. These are related primarily to navigating an often tenuous, acculturative 
position between disparate ways of life. 
Acculturation, a process often involving a coming to terms with past losses and 
simultaneous movement into an unfamiliar terrain—both literally and metaphorically—is 
widely considered an ordeal that consists of successive phases. Berry (1991) has 
identified six such periods: "predeparture, flight, first asylum, claimant period, settlement 
period, and adaptation" (p. 29). These may be considered somewhat analogous to 
Erikson's (1963) developmental tiers, for young refugees have critical responsibilities to 
perform at each stage. While in the midst of the so-called settlement period, for example, 
a child may be wholly preoccupied with the tasks of that period, but may also be coping 
with unresolved issues from earlier phases. Thus, interventions may be implemented to 
support young refugees at any point on the continuum who are at once dealing with 
concerns emanating from any acculturation phase. Designing effective interventions in 
this context inherently requires appreciating the meanings ascribed these various task-
oriented phases by the individuals and collectives involved, as well as the particular 
stressors of postmigration life they may face in the host country. 
In resettlement situations that are themselves resistant to providing nurturance, or 
to accommodating cultural difference, there is an enhanced risk that the resettled refugee 
child will experience problems adjusting (McCloskey & Southwick, 1996). While 
marginalization is a danger to be monitored, such scrutiny usually implies etic analysis. 
Understanding the health of acculturating peoples and individuals, on the other hand, 
182 
means assuming a more emic vantage point regarding the culture of origin. Woodcock's 
(2000) advocacy for a more transcultural perspective is unequivocal, if inferred, in his 
reminder that "for some refugees lack of adaptation may be a form of protest against the 
world they have lost" (p. 214). 
Since young people are seen generally to adapt more quickly than their elders, 
interventions with refugee children may profitably seek to modulate the pace of 
acculturation. According to Berry (1991), "reasonable access to both heritage and host 
cultures, and a freedom of choice to live with both cultural traditions" (p. 34) is a 
requisite for promoting appropriate development in this group. Children's enhanced 
adaptability in terms of language acquisition and the learning of new social skills inclines 
them especially toward the integrative end of Berry's integration-marginalization 
continuum of acculturative processes. Given the especially high susceptibility to 
marginalization among adolescents, however, it is even more imperative to ensure these 
older children opportunities to engage both the culture of origin and that of the host 
country. Otherwise these youths are especially likely to suffer the confusion of feeling 
ensnared between two cultures that may reasonably seem in competition for their 
allegiance. 
For children who have escaped from direct, daily exposure to extreme acts of 
warfare and even genocide, arrival in a new environment deemed stable and secure may 
itself summon emotional disturbance (Corbett, 2001). Richman (1998) suggests that 
most refugees "continue to endure a variety of distressing experiences" (p. 179), and 
hence are not privy to a status of "post-traumatic" comfort. The "euphoria" identified by 
Dr. Paul Geltman, a director of the Boston Center for Refugee Health and Human Rights, 
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that emerges for the refugee upon starting a new life in a new country, may "wear off," as 
problems begin to surface (Corbett, 2001). Beyond potentially experiencing a "degree of 
dissonance between their expectations of life in the new country and the gradual 
awareness that initial aspirations are not going to be met" (Richman, 1998, p. 172), these 
children—no longer focused exclusively on survival goals—may begin to confront what 
Corbett (2001), in a New York Times Magazine essay on the "lost boys of the Sudan," has 
referred to as "long-suppressed feelings of fear, guilt and grief over what they have been 
through." Given the interaction of such emotional responses—emergent sequelae of pre-
flight exposures—and post-migratory difficulties (Sourander, 1998), it is little surprise 
that a higher prevalence of mental disorder is assessed in refugee children than in the 
U.S. population as a whole (Williams, 1991). Interventions designed to respond to these 
young people's needs must address simultaneously the experiences that inspired exile and 
those of being in exile itself, and must do so with an informed appreciation of the 
confluence of cultures involved. 
Parameters for Interventions in Situations of Ongoing Violence 
War zones and other situations of ongoing violence place development and aid 
workers at risk of physical harm or abduction, and usually rule out implementation of 
expatriate-operated programmatic efforts to address the psychosocial health of civilians 
caught in the crossfire. The ICRC and a number of international NGOs are committed to 
reaching internally displaced persons in zones of conflict, nonetheless. Limitations on 
resources and safe access, however, routinely undermine efforts to provide even 
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emergency relief aid in many situations, particularly where states intentionally obstruct 
these efforts or may in effect have ceased functioning (Toole & Waldman, 1993). 
It is certainly rare for psychosocial programs to be mounted in a war zone, but, as 
observed even in the resettlement situation, it would be inaccurate to suggest that they 
exist only in posttraumatic environments. It may also be unnecessarily reductive to 
suggest that ongoing conflict proscribes programmatic initiatives altogether. Certainly, 
violent situations engender considerable obstacles that must be surmounted by the mental 
health professionals who work in the midst of conflict. Yet, given undeniable limitations, 
effectiveness is possible in certain contexts of civil conflict and political repression, as 
may be evidenced by a detailed case study describing work in an unnamed refugee 
assistance facility in apartheid South Africa at a time of intense community crisis. 
Straker (1994b) draws on a combination of psychodynamic theory and Bion's 
(1961) formulations on group dynamics to interpret the actions of the staff and clients of 
this and a number of sister refugee centers in South Africa in the mid-1980s, at a time 
when schisms within the community facilitated the eruption of so-called Black-on-Black 
violence, a term which, she notes, "obscures the historical origins of such violence in 
apartheid structures" (p. 326). She describes the efforts of refugee center staff to 
understand and work with groups of young militants in those centers during a time of 
heightened alert. After securing shelter there, within a number of days some of these 
young people apparently had become overtly aggressive towards the centers—manifest 
first around such bodily needs as food, toilet facilities, and sleep arrangements, then 
through serious threats of violence toward staff. Given events of the times, such hostile 
behavior, no doubt, would have implied an unspoken and troubling challenge to the staff 
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to prove the depth of its political and personal allegiance to the youths by not informing 
on them to apartheid authorities. Staff members, in turn, seeing the youth as "victims of 
severe trauma" whom history had transformed into "villains, hardened and brutalized by 
their experiences," basically failed to recognize the extent of their own "level of 
traumatization as secondary victims of the situation" (p. 321). Instead, experiencing 
secondary traumatization, staff members, in Straker's terms, effectively "deskilled" (p. 
327) themselves: 
The group's problems seemed so overwhelming that the staff felt helpless, 
angry and guilty. This interfered with their ability to contain the group 
and undoubtedly contributed to the group choosing to express discontent 
in action rather than verbalizing it. (p. 327-328) 
Intervention in this complex, charged environment began with assistance to staff 
"to reown their skills and overcome their sense of helplessness" (Straker, 1994b, p. 329). 
Afterwards, given research findings that the "simple provision of information" (p. 329) 
may alleviate posttraumatic distress, cognitively oriented didactic input on the effects of 
traumatic exposure and group dynamics became an ongoing central activity. Straker's 
analysis rests in Bion's assumption that all groups "act out," and that group members' 
dependence typically heralds disappointment and hostility, as well as a search for new 
leadership. "[R]age, sacrifice, and martyrdom" (p. 323), Straker suggests, potentially 
emerge when a group's basic aim—self-preservation—is perceived to be under threat. 
Explicitly charging the youths with taking account of the group's strong dependency 
needs, Straker and the others on staff negotiated a new, general contract, including group 
responsibility for many of the institution's basic operations, especially those pertaining to 
meeting or regulating clients' physical needs. Committees of clients were elected, and 
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the staff, willfully reconstrued as not hostile, but supportive. In time, continuing didactic 
interventions on the basics of group interaction proved successful in helping the group 
own its vulnerability—an accomplishment that Straker interprets with reference to 
research that indicates the therapeutic property of providing a structured environment in 
the immediate aftermath of traumatic exposure. As the final stage in the multi-leveled 
intervention with the young people, they were given an opportunity to write a collective 
history. This distinctly constructivist activity, while providing an important outlet for 
vulnerability and pain, furthered group cohesion and empowerment in a way that 
resonated powerfully in the context of the apartheid regime's ongoing and brutal political 
repression. Enhancing young people's responsibility and self-efficacy, while providing 
much needed support and redirection, these programmatic efforts may be considered 
exemplary in terms of building community capacity to face the continuing exposures to 
extreme stressors that constitute life in a zone of armed conflict. 
Interventions under Conditions of Continuing Traumatic Stress 
Straker's (1987, 1994b) work illustrates a focus on the social dimension of 
psycho-therapeutic practice that is pivotal in situations of intense political repression. As 
a member of the Sanctuary Counselling Team, which during the 1980s provided services 
to "traumatized" township children and adolescents, Straker (1987) helped modify 
Western psychiatric constructs for use in a community unfamiliar with psychotherapy. 
Abandoning neutrality was critical to the building of trust between client and therapist. 
For Sanctuary workers, political affiliation was more important than university degrees 
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for the establishment of credibility. Indeed, establishing trust in the South African 
context of apartheid, particularly for a white adult therapist with a Black adolescent 
client, meant disclosure of an anti-apartheid stance, followed by an explanation of the 
notion of "woundedness," and how the failure to heal one's wounds might well restrict 
self-determination, and hence participation in the anti-apartheid struggle. Straker 
indicates that the counselor's most serious difficulty was in the unfeasibility of ensuring 
client protection from further exposure to extreme stressors. Given political realities, it 
would have been unethical for Straker and her colleagues to promise safety even during 
the course of the consultation, since the counseling center itself was on occasion subject 
to raids. 
Considering /?as/traumatic stress in such a context misinformed, at best, Straker 
(1987) labeled as continuous the stressors and resultant distress to which her South 
African clients were subjected, adding: 
This has had numerous implications for treatment, not least of which has 
been the stress on the single therapeutic interview. The return of a 
counselee is never guaranteed and therefore it is vital that each session be 
complete within itself but still offer the potential for follow up. (p. 50) 
Adapting the work of Pynoos and Eth (1986), who in the U.S. had developed a technique 
for a single 90-minute therapeutic interview for child witnesses to violence, the Sanctuary 
Team created its own three-stage interview that effectively transformed the assessment 
process into a therapeutic intervention. 
During the Sanctuary interview's Opening phase, children are asked to discuss 
general observations of their world and the effects of traumatic stressors on others, not 
just themselves. For Straker (1987), this initial avoidance of the personal in favor of the 
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shared is culturally specific, and links the therapeutic contract with prevailing communal 
values. 
The interview's second or Trauma phase—echoing perhaps Turner's liminal 
stage, following temporary removal from ordinary daily existence—begins with the 
Sanctuary worker encouraging the child to engage in fantasy and play, and through the 
use of metaphor to initiate the unfolding of the trauma narrative. This "phase of narration 
represents a transitional phase in the therapy and is usually the prelude to emotional 
release" (Straker, 1987, p. 60). Indeed, asking the child's "worst moment" is at the center 
of this phase of the Team's single-session interview, and is one of the methods 
appropriated from Pynoos and Eth (1986). [This technique in particular has proved the 
subject of some controversy, and, as noted earlier, the Machel study (Par. 175) itself 
criticizes it.] In the course of such disclosure, the "therapeutic ambience" itself serves as 
a container to shield the child from complete engulfment in emotion. Among victims of 
oppression, according to Straker, catharsis is not in itself therapeutic. Instead, the 
intervention's aim is mastery, that is, gaining a capacity to act on knowledge that despite 
having been powerless in die face of brutality, it would henceforth be "possible to face 
these emotions without being totally immobilised by anxiety or being provoked into a 
loss of impulse control" (p. 62). 
Mental health workers facilitate such enhanced security through promotion both 
of "a transfer of the burden of responsibility for symptoms from the self to the 
oppressors" (Straker, 1987, p. 64) and the clients' revelation of their own "inner plans of 
action" (Pynoos & Eth, 1986, p. 310). This reappraisal of the traumatic experience and 
attendant reversal of the concomitant sense of helplessness involves eliciting from the 
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children their fantasies of averting the catastrophe or lessening its effects. Sharing these 
otherwise suppressed interior monologues about actions not taken in defense of the self 
or others helps offset what Pynoos and Eth identified in U.S. youngsters as an insistent 
sense of "personal responsibility" (p. 310). Given the likelihood of repeated exposure to 
traumatic stressors in a context of ongoing oppression, such imaginings may also be 
pivotal to countering the indelible imprint of death and dying. As such, the interviewer 
assists the child to understand cognitively that the traumatic exposure is part of a broader, 
shared sociopolitical context, not the child's to face alone. 
The Closure phase of the Sanctuary interview involves a directed discussion of the 
child's current concerns, the predominant ongoing stressors. Where possible, referrals 
for practical assistance are made to relevant agencies. Engaging young persons' capacity 
for planning a future for themselves, through some consideration of their individual 
commitments, is also vital. Approaching reintegration through passage from the 
particular to the communal finally involves the individual in reviewing and assessing the 
therapeutic session. Reminded of the general observations made in the opening, the 
client is asked to provide feedback on the potential value of the interview for others. 
This, and the therapist's expression of appreciation to the child for sharing pain in a way 
that may benefit others in die community, reinforces communal values and advances the 
goal of re-aggregation—if, indeed, into an oppressive environment where daily 
functioning remains a serious challenge. "In this work," surmises Straker (1987), "it is 
often not repressed memories but conscious ones that are problematic. Resolution comes 
not from eidier forgetting or obsessive remembering but in being able to live with what 
cannot be forgotten" (p. 75). 
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In the context of an unrelenting oppression at once intolerable and beyond forgetting, 
the Sanctuary Team afforded its young clientele an opportunity to confront, without 
oversimplification, what Rousseau (1995) has referred to as, "the complex psychological 
reactions that surround a violent experience" (p. 302). Straker (1987) and her associates, 
in taking seriously the continuous conditions of traumatic exposure, thus avoided, in their 
brief therapy interventions, treating children as "passive objects of social conditions" 
(Rousseau, 1995, p. 302). Instead, the Sanctuary Counselling Team was able to further 
these young people's capacity to organize their experiences in ways that empowered 
them to continue confronting the disparities of an arbitrary and brutally discriminatory 
sociopolitical environment. The Team's therapeutic interventions properly engaged with 
the personal needs of their young clients without thereby relying on an intrapsychic 
discourse that would obscure the existence of the prevailing pathology in the social 
reality of apartheid. 
Treatment Interventions for Psychosocial Trauma: 
The Political/Cognitive Method and Testimony 
Children affected by war and organized violence may benefit appreciably from 
the enhancement of their capacity to contextualize suffering within a sociopolitical frame. 
Although educational interventions remain largely outside the purview of this thesis, it 
must be acknowledged that schools play a primary role in children's socialization and are 
hence potentially pivotal sites for intervention. Reporting on insights shared by teachers 
from a number of war-torn regions of the globe, Macksoud and colleagues (1993) explain 
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the value that is widely associated with teaching children affected by armed conflict 
about the underlying political causes of the warfare. Providing such a "'political-
cognitive' frame of reference" is surmised to enhance school children's capacity "to 
process [italics added] the atrocities of a war situation" (p. 631). The authors report on 
three specific goals of this political-cognitive method: 
(1) to allow children to experience their worlds as rational, relatively 
predictable, and thus understandable; 
(2) to give children the opportunity to involve themselves intellectually— 
and sometimes practically—in putting an end to the war in a constructive 
way . . . and 
(3) to prepare the young for the future by helping them build realistic 
hopes and expectations about their future, (p. 631) 
Certainly, not all individuals or cultures would accede to the underlying positivist 
message in the goals elaborated for children by Macksoud and associates (1993). 
Nonetheless, examples from three discrete regions of the world suggest the importance 
that may be ascribed to children's capacity to understand the political context of war and 
organized violence. Chimienti et al. (1989) advocate the incorporation of "preschool and 
school activities which encourage cooperation, foster the development of peace-making 
skills and emphasise constructive action" (p. 286) in Lebanon and other places where 
aggression remains the primary model of conflict resolution. Similarly, the positive 
adjustment made to life in refugee camps by the unaccompanied minors of the South 
Sudan is attributed in part to their having such discursive models available (Tefferi, 
1996). Also remarked on is the associated tendency among the Dinka, Nuer, and other 
principle tribes to promote thorough discussion of social issues, which leads in turn to 
internalization of a "common understanding of the reason for their flight" (p. 168). 
192 
Finally, in the refugee camps of Chiapas, Miller (1996) noted the central role played by 
primary schools in "facilitating healthy psychosocial and cognitive development" (p. 98). 
The teaching of Guatemalan history there from the standpoint of the oppressed afforded 
the children a "sociopolitical and historical framework within which to make sense of the 
oppression their families and communities have suffered" (p. 98). Such elaboration of 
meaning, it is suggested, can play a role in promoting psychological resilience by 
enabling "active rather than passive coping" (p. 98) with ongoing stressors. 
The intimate linkage between identifying political meanings for suffering and 
enhancing personal or collective agency—inside and outside the political sphere—has 
been formulated outside the realm of cognitivist ideology. Therapists working in diverse 
parts of the globe with clients who have survived organized violence—no doubt, in many 
ways comparable to that of the apartheid regime—have engaged effectively with their 
clients' need to reconstitute personal and collective agency in the aftermath of terror. 
Adopting a point-of-view parallel to that of Martin-Baro, for whom "psychosocial 
trauma" amounted to a "normal reaction to an abnormal situation" (Aron & Come, 1994, 
p. I l l ) , these mental health professionals have devised forms of intervention for 
enhancing clients' sense of power, at once personal and sociopolitical. 
In the context of the reign of terror that was Pinochet's totalitarian regime, for 
example, Cienfuegos and Monelli (1983) transformed the psychoanalytic model of 
communication, internalization, and catharsis (Chester, 1990) into a form of "testimony" 
that facilitated reconstructing their clients' autonomy and sense of self-esteem. In their 
therapy with torture survivors and the families of the disappeared in Chile, the two 
authors engaged their patients to record on audiotape their memories of abuse, and to join 
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with the therapist in revising the recorded text into a written document that might be 
shared for political purposes. This practice was found effective in enhancing the 
survivors' "integration" of the extreme, disabling exposures they had experienced, and 
afforded some clients symptomatic relief. According to Elsaas (1997), a Danish therapist 
and theoretician on torture rehabilitation, Cienfuegos and Monelli—along with Agger 
and Jensen (1990) who replicated the Chileans' testimony method in their own 
therapeutic treatment of traumatized refugees in Scandinavia—aimed, successfully it 
appears, "to transform the person's story about shame and humiliation into a public story 
about dignity and courage" (p. 79). Similarly, Callaghan (1991), a movement 
psychotherapist on staff at a British torture rehabilitation agency, elaborates on the 
central importance for the client's longer-term prognosis of incorporating into the 
testimonial process an opportunity to express the affective reality of the torture 
experience. She observes that often survivors are compelled to relate the story of their 
torture as part of an asylum proceeding in the country of exile, prior to gaining access to 
mental health resources: 
This particular kind of testimony in the form of a legal report may be 
made before survivors are ready to trust the centre/therapist with the 
emotional content of their experience. It may, therefore, be appropriately 
devoid of the felt-experience necessary to psychic recovery, (p. 41) 
Her juxtaposition of the anti-therapeutic interventions of the host state against the 
implied, supportive interventions of the psychotherapist evocatively reflects the 
paradigmatic situation of the survivor, in both situations having to comply with a 
condition to tell and retell a private history of suffering. In their work in Sweden, Agger 
and Jensen (1990) have emphasized corresponding levels of meaning inherent in the 
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torture survivor's testimonial. "The bearing of testimony," they affirm, is "a cathartic, 
healing ritual" that reframes "individualized pain . . . into political or spiritual dignity" (p. 
116). 
This particular form of disclosure as a fusion of ritual, therapy, and social protest 
arose in reaction to the experiences of Chilean dictatorship, and is rooted in opposition to 
what Rousseau (1995) has termed a fundamental characteristic of "oppressive political 
regimes" in Latin America to demand and enforce "social silence," in turn, creating a 
manifestly "burdensome legacy for future generations" (p. 319). Featuring a combination 
of psychodynamic theory and a "social dimension" elevated to the status of a "mission," 
this therapy modality's effectiveness—like that of psychoanalysis itself—may, however, 
be culturally defined and limited. 
Indeed, Australia-based researchers exploring best rehabilitative services for 
refugees from Pinochet's Chile and the killing fields of Cambodia compared subjects' 
political experience in country of origin, type of trauma experienced, and amount of time 
devoted in therapy to the trauma narrative, and found significant differences in all 
categories (Morris et al., 1993). The authors postulate that for committed activists (the 
majority of the Chileans) focus on the trauma narrative and the opportunity for a 
"catharsis of suppressed feelings of anger, guilt and shame" may have been more 
therapeutic than for the Khmer, the majority of whom were represented as "passive 
victims [having] survived 'autogenocide'" (p. 43). It is considered typical for Indo-
Chinese cultures, from this etic perspective, to lead their peoples to minimize problems, 
thereby effecting a reticence to discuss "traumatogenic events" (Kinzie & Jaranson, 2001, 
p. 116). It is indicated that, when compelled to speak, Southeast Asians may often 
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display "marked reexacerbation of nightmares and intrusive thoughts" (p. 116), perhaps 
due largely to influences of Buddhism and its conceptualization of fate. The cognitive 
processing or analytic working through of these events and the visitation of persistent 
reminders that follow them may be equally immaterial to these peoples' journey of 
restoration. 
Psychotherapeutic Intervention and Its Benefits in the Treatment 
Of Stress Related to Organized Violence or War 
The various factions that constitute the totality of Western psychotherapy theories 
and practice have elaborated numerous intervention approaches for facilitating 
posttraumatic recovery. Overall, the primary principle shared by these formulations is 
that verbalization regarding the traumatic stressors is fundamental to mental health and 
that such working through of traumatic stress precedes normalization. Eagle (1998) cites 
five strategies recognized by Prout and Schwarz (1991) as essential to the treatment of 
PTSD in every psychodierapeutic approach: "Supporting adaptive coping skills"; 
"normalizing the abnormal"; "decreasing avoidance"; "altering attributions of meaning"; 
and "facilitating integration of the s e l f (p. 276). 
Typifying this therapeutic scheme, from a decidedly "cognitive-behavioral" 
perspective, is the method developed by Basoglu (1992a) for working with survivors of 
torture. Overcoming the damage wrought by torture, according to Basoglu, is best 
achieved through a paired behavioral and cognitive therapeutic approach that involves 
repeated exposure to memories of the traumatic experience until something like 
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inoculation is gained. Patients are thus discouraged from avoiding painful thoughts, a 
denial that can only serve to sustain and perhaps inadvertently augment symptom 
expression. Advised at the outset that their therapy will incorporate a thorough revisiting 
of disturbing experiences, the behavioral/cognitive client must retell the torture 
narrative—in present tense—as often as necessary until the parasympathetic symptoms 
that distinguish re-experiencing of stressors loose their grip on the psyche and soma. 
Incomplete exposure, it is theorized, impedes "extinction" (p. 412) of the traumatic 
stimuli, and would explain why flashbacks and similar spontaneous reliving of the 
trauma, which are characteristic of posttraumatic stress, do not themselves yield a 
permanent habituation or alleviation of psychological sequelae. 
Basoglu (1992a) observes that all psychotherapy methods utilized as treatment for 
survivors of torture share a common feature: All encourage survivors to talk openly 
about their traumatic experiences. In so doing, each modality involves the behavioral 
technique of imaginal exposure to trauma. Retelling the painful memories associated 
with the torture—a process known as direct therapeutic exposure (Mclvor and Turner, 
1995)—followed by cognitively reformulating the experience in some way, as a prelude 
to integrating the trauma, are procedures pivotal to virtually all therapeutic interventions 
with torture survivors. Basoglu's conclusion that all effective psychotherapeutic 
approaches to the treatment of torture survivors incorporate a comparable sequence of 
disclosure and integration may potentially be extended to survivors of other kinds of 
traumatic exposures, as well. 
Beyond inoculation, another source of effectiveness in individual psychotherapy, 
according to Van der Kolk (1996b), is the therapist's provision of support and validation, 
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along with "avoidance of participation in a reenactment of the traumas" (p. 205). Current 
stresses, and disruptions in clients' present relationships, including especially that with 
the therapist, may be seen as traumatic re-enactments. In clarifying this pattern, the 
therapeutic process helps overcome it. Moreover, research indicates that the very ability 
to "derive comfort from the presence of another human being"—in this case, the 
psychotherapist—is more of a determinant of success in surmounting posttraumatic self-
destructive habits than the nature of the trauma narrative itself (p. 198). 
Among children, including children of war, individual posttraumatic interventions 
have usually accentuated: first, assessing the character of the child's "dysfunction"; then, 
encouraging "abreaction," in terms of the "expression of emotions, fears, and anxieties 
embedded in the symptom complex"; and finally, facilitating an understanding of the 
stressor and subsequent distress (Jensen & Shaw, 1993, p. 705). In this view, enabling 
the appreciation of "the reality and meaning of the traumatic situation" helps secure 
ongoing developmental progress (p. 705). 
Contraindications for Application of the Western Psychotherapy Model 
In Interventions among Children of War 
Such purported developmental benefits of the clinical application of 
psychotherapy to children of war notwithstanding, numerous authors challenge the 
model's appropriateness outside the cultural milieu of its creation. Richman (1993) has 
misgivings, for example, regarding the Pynoos and Eth model of verbal ventilation, and 
suggests to the contrary that "denial and silence are sometimes useful strategies for 
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coping with long-term stress" (Rousseau, 1995, p. 318). She challenges the 
appropriateness in particular of the "one-to-one therapist-patient relationship" (p. 318). 
Beyond being the subject of concerns raised as to its transcultural irrelevance and 
potential for stigmatizing those children selected for treatment, the so-called medical 
model is the source of criticism related to its economic cost. Boothby (1992) asserts that 
Western psychotherapy, when applied in "unstable and impoverished settings" shows 
"little success" (p. 107), and notes, in addition, that the high expenses associated with 
psychotherapeutic treatment render its use problematic in settings with "large numbers of 
war-traumatized people" (p. 151). He observes that when resources for food and material 
goods are perilously scarce, allocating funds for mental health programs of any kind may 
be questioned by international donors. Hinton (2000), drawing on research by Rachael 
Reilly, discusses a shift in resource allocation in the refugee camps of Nepal. Monies 
apparently were siphoned from addressing underlying social causes of the Bhutanese 
refugees' disturbance and redirected to individualized treatment targeting "victims of 
violence" (p. 203): "Although individualized counseling alleviated the immediate 
symptoms of trauma internalization, it often resulted in the marginalization of individuals 
with regard to the community" (p. 203). According to Hinton, those offered counseling 
ultimately suffered a reduction in social support, as a consequence. 
Stigma associated with Western mental health interventions is common in both 
developed and developing countries. It may be in evidence, for example, in the 
unanimous refusal of psychotherapeutic treatment among the 25 Bosnian or Croatian 
female refugees with a history of rape to present to a gynecological/ obstetrical facility in 
Zagreb in 1993; that a number of these women and girls had been impregnated while 
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detained for a period of months in a so-called rape camp may reinforce the hypothesis 
that their rejection of psychological support had a basis in cultural difference (Kozaric-
Kovacic, Folnegovic-Smalc, Skrinjaric, Szajnberg, Marusic, 1995). By contrast, a 
reverse form of stigma is discerned in Englund's (1998) unpacking of the cultural 
constructions of personhood common to Mozambican refugees in Malawi. Among 
Western-trained therapists, he observes, a nightmare is seen as a "symptom," while 
locally, it is considered "part of the healing process" (p. 1165). The author laments that 
at the same time, these therapists, in drawing on universalist assumptions about the 
meaning of dreams, may overlook such a locally stigmatized behavior as withdrawal. 
Such universalizing is also apparent in the tendency to assume the "inevitability 
of scarring from war" (Jensen, 1996, p. 206). This notion, Jensen suggests, may itself 
have detrimental repercussions. Given what he calls this "unproved premise," 
international aid agencies' interest in mental health programming may be misinformed, 
and may "divert attention away from other concerns which, from the perspective of the 
children and their families, are equally if not more important, and which can have a 
significant influence on their reintegration into civil society" (McCallin,1998, p. 61). 
Indeed, treating symptoms rather than empowering "whole human beings" may be not 
just "inadequate" but "counterproductive" (McCallin, 1998, p. 71; Reichenberg & 
Friedman, 1996): 
[T]he medical model. . . tends to universalize a Western notion of child 
development which, even by using the term trauma, pathologizes 
children's invisible wounds and views them only as passive victims rather 
than active survivors, (p. 71-72) 
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The Machel study too warns against potential damage from imported 
psychotherapeutic approaches, particularly those involving residential treatment: "While 
many forms of external intervention can help promote psychosocial recovery, experience 
with war trauma programmes has shown that even those designed with the best intentions 
can do harm" (Par. 175). Aid agencies relying on this model, in Jensen's (1996) view, 
may pursue rescue of those diagnosed with PTSD, while the needs of many unhappy 
refugee children may be ignored because, in this context, "suffering is not a diagnosis" 
(p. 207). The transcultural relevance of the personalization and disclosure of experience 
that constitute the Western recovery process has already been questioned here—given, 
for example, the contraindication for talking about the war displayed among Bosnian 
Muslim children with high levels of post-conflict stress (Angel et al., 2001). 
Preventive Intervention Strategies 
Moderating the impact of war and organized violence on children may profitably 
incorporate strategies of prevention and promotion, notions borrowed from the public 
health field whose meaning must be modified slightly for use with matters of 
psychological and emotional distress (Williams, 1991). Whereas generally in public 
health, prevention is understood in relation to disease, mental health professionals treat 
individuals who may need assistance with "disturbing interpersonal problems" or with 
issues of "stress, powerlessness, and exploitation" (p. 203), which may not meet the 
clinical threshold of diagnosable mental disorder. Primary prevention "health 
promotion" activities that may enhance the "host's . . . ability to resist disease, even when 
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the disease agents are not known or are beyond control" (p. 206), may be implemented 
with regard to either diagnosable disorders or sub-clinical mental health concerns. For 
children of war this might mean, as Hicks and colleagues (1993) advise, "promoting 
healthy development, rather than. . . diagnosing disturbance" (p. 81). 
Preventive Interventions with Children of War 
Two distinct planes of prevention are thus relevant to the discussion of the 
psychosocial effects of war and organized violence on children: (a) interventions 
designed to support children's resilience, usually by enhancing protective factors in the 
vulnerability/protection paradigm; and (b) interventions designed to shelter children, or to 
reduce vulnerability, by eliminating the stressors of violence and terror from their 
communities. The former, building children's capacity—to borrow the terminology of 
community development—is a familiar function of mental health practice. Indeed, a goal 
common to interventions generally, according to Ajdukovic and Ajdukovic (1993), is 
helping "alleviate sources of stress" while fortifying "group and individual capacity to 
cope with stressors" (p. 847). By contrast, the latter of the two tiers, advocacy as 
prevention, is a pursuit, positioned as it is at the intersection of public health and 
international human rights law, for which there may be little precedent in the 
psychosocial literature. Singly or in combination, interventions at both planes may 
nonetheless produce important outcomes for children at risk of extreme exposures. 
Enhancing healthy psychological development among unaccompanied South 
Sudanese children with multiple experiences of separation, violence, and deprivation, for 
example, has necessitated a preventive approach, rather than a curative one, according to 
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Tefferi (1996). At the Pignudo refugee camp in Ethiopia, he notes, Swedish NGO Radda 
Barnen's mental health unit provided intensive psychological support for these young 
refugees, addressing their symptoms of withdrawal, depression, and aggression. 
However, fewer than 1 percent of the children, despite the extremity of the stressors 
encountered, were found in need of such services. In the Kakuma refugee camp where 
the children lived a few years later, their "unexpectedly good adjustment" (p. 167) led to 
the cessation of such special assistance altogether. While the NGO considered treatment 
interventions irrelevant to this especially resilient population, a prevention approach with 
a strong social focus that involved promoting "adjustment mechanisms" (p. 168) extant in 
the culture was determined to be beneficial. With the objective of normalizing the 
abnormal situation of the refugee camp, the aid workers facilitated occasions for the 
youths to join in educational and cultural activities: In addition to schooling, the children 
had opportunities for storytelling, poetry, dream groups, arts and crafts, scouting, sports, 
and the performance of traditional songs and dances. In the virtual absence of adults 
from their home culture, involvement in such activities, in the view of both Tefferi and 
Radda Barnen, afforded these children an enhanced sense of agency, a "feeling of having 
control over one's life" (p. 171). 
The Radda Barnen prevention program fares satisfactorily when evaluated in 
terms of Cowen's 3 structural requirements of an effective primary prevention program. 
Williams (1991) enumerates these principles in her discussion of "preventive 
interventions for youth traumatized by war and refugee flight" (p. 201). The first of these 
principles states that such an intervention must be "group-oriented" (p. 207), although it 
may feature individualized aspects. Second, it must target groups "not yet experiencing 
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significant maladjustment" (p. 207), while being at heightened risk for such an outcome 
is not grounds for exclusion. Finally, intentionality is necessary, such that, measured 
against a "solid knowledge-base," the program displays "potential for either improving 
psychological health or preventing maladaptation" (p. 207). Certainly, the refugee camp 
intervention fulfills the first and second of these directives. It remains outside the 
purview of this document to assess the breadth of research support for this preventive 
intervention, however. 
Williams (1991) identifies another model useful toward developing mental health 
interventions for refugee children in "Albee's prevention equation: 
Incidence = (organic factors + stress) * (coping skills + self-esteem + support 
groups)" (p. 210). 
She states that "[a]n effective primary prevention program could reduce the incidence of 
a disorder" (p. 210) either by lessening the stress factors or boosting the coping factors. 
Replicating this approach, a primary mental health prevention model proposed by Dean 
Ajdukovic, based on his work with refugees and internally displaced persons in Croatia 
during the recent war in the former Yugoslavia, specifically addresses the assessment of 
risk and resilience among displaced children (Ajdukovic & Ajdukovic, 1993). Working 
to tailor his actions toward meeting group needs, he utilizes information regarding the 
quality and intensity of stressors, along with the strengths present for coping with them, 
and their manifestations in terms of psychosocial adaptation: "[Ajdequate interventions," 
he and his co-author indicate, "can help eliminate some sources of stress, reinforce 
available resources, improve coping skills, and moderate manifestations of stress" (p. 
847). 
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Human Rights Advocacy as Preventive Intervention 
Typifying another tier of mental health prevention efforts altogether is the 
Coalition to Stop the Use of Child Soldiers (2002), a coalition of human rights and 
children's rights organizations that share a mandate to end the practice of child soldiering 
through political and human rights advocacy. Advocates such as these attempt to put into 
practice the commonsense statement of Rousseau and Heusch (2000) that, "Truly 
preventing war-related mental health problems in children would mean attempting to 
decrease the number and intensity of armed conflicts throughout the world" (p. 31). 
McCallin (1998) thus uses her research to support ratification of the Optional Protocol to 
the Convention on the Rights of the Child, an act that would raise to 18 the minimum 
legal age for recruiting children into armed groups, including those operated by states. 
She points to the importance of such a binding measure on the welfare of children in war 
zones, especially when buttressed by "community-based initiatives to reintegrate former 
child soldiers, rather than provide assistance based on a medicalised trauma model" (p. 
74). 
Linking local community efforts and international advocacy for stronger 
provisions in humanitarian law and human rights law is a fundamental strategy in the 
movement to prevent organized violence and human rights violations alike. The aim to 
protect children from landmines, for example, has involved ratification of an international 
ban on their use, coupled with specialized initiatives in many places that are 
indiscriminately mined (United Nations, 2000). These initiatives include two prevention 
strategies: removing the mines, and systematically informing people about how to avoid 
their dangers. The United Nations document states that, "Children are more frequently 
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exposed to the risks posed by landmines and they are less likely to benefit from efforts at 
mine awareness education" (Par. 23). In Kosovo, the Child to Child program operated by 
the United Nations Mine Action Coordination Centre generates mine awareness among 
"children in high-risk age groups" through a program of "games, drama and songs" (Par. 
24). Utilizing a community training model, this program also prepares children to 
educate their peers about avoiding the peril of mines. 
Workers in medical fields, including mental health professionals, sometimes serve 
goals of prevention through direct advocacy efforts, framed in accord with principles and 
values of international human rights. Indicative of the power of public information 
sharing within the medical community itself is Geltman and Stover's 1997 writing on the 
public health situation in Rwanda for the Journal of the American Medical Association, a 
standard-bearing publication for physicians and other medical professionals. Their work 
as representatives of Physicians for Human Rights and Medecins du Monde involved not 
merely a medical assessment mission to the African nation in the aftermath of the 
massive slaughter there, but dissemination among other U.S. health care professionals of 
information and analysis about how overcoming impunity for abuses in Rwanda would 
function as treatment and prevention. Given the vast numbers of Rwandan children 
killed in the violence, and the estimated one half million children under 15 uprooted by it, 
the model presented by the work of Geltman and Stover is certainly relevant to this 
project, and may be transferable to other mental health prevention initiatives for children 
of war: 
Besides the obvious goal of establishing justice, trials of the perpetrators 
of the Rwandan genocide can contribute to the rehabilitation of survivors 
and society itself. By exposing the truth about past abuses and 
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condemning them publicly, prosecutions can help prevent the seemingly 
endless cycle of community violence and retribution that has plagued 
Rwanda in recent decades. By establishing individual guilt, trials will 
help dispel the notion of collective blame for genocide and demonstrate 
that these crimes cannot be committed with impunity, (p. 203) 
Community Development as Psychosocial Intervention 
Mental health service provision in situations affected by armed conflict may also 
be usefully informed by theories of community development. A body of literature, both 
anecdotal and empirical, supports these theories and evaluates their practical application, 
most notably with regard to relief and development initiatives that target countries of the 
South. Charnley's (2000) aforementioned citing of knowledge gained from international 
responses to famine reflects this appropriation of community development theory for 
utilization in a mental health context. Learned from the recent history of international 
donor efforts to resolve the distresses associated with food insecurity, she indicates, is the 
fact that communities possess "indigenous coping mechanisms" that may be seriously 
endangered by "external interventions," including provision of relief aid (p. 126). Rather 
than a lasting benefit, such initiatives effectively "erode community capacity to cope with 
threats to livelihood and well-being," by encouraging a reliance on external resources that 
ultimately are not "sustainable" (p. 126). The donor's short-term focus on the immediate 
relief of suffering, it is understood, disempowers communities in the longer term through 
a process that undoes existing social ecologies which may have remained intact for 
generations. 
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Transferable to the context of post-conflict mental health initiatives in the 
developing world is the conclusion that the building of community capacity, to the extent 
that external forces can be profitably involved at all, requires from the outset as part of 
programmatic design a deliberate focus on enhancing agency within the community 
itself. A flaw inherent in many attempts to establish in the South therapeutic models for 
the treatment of trauma that originate in the North is that such intervention 
characteristically ignores local knowledge (Brett & McCallin, 1996). Where such 
external approaches lack the "expertise of the local community" (p. 147), their reach is 
diminished and implementation costly. In addition, due to negligible contribution to 
"building capacities," these approaches fail to help ensure sustainability (p. 147). 
According to Brett and McCallin (1996), a community development-styled approach to 
interventions among war-affected or displaced groups, by contrast, would emphasize "the 
social context [italics added] in which people experience stress, and not just individual 
suffering" (p. 147). This emphasis, it is suggested, affords opportunities for community 
engagement in program design and implementation. Indeed, in, (a) prioritizing longer 
term development over immediate relief; (b) focusing on the importance of social 
context; (c) incorporating "community definitions of needs and priorities"; and (d) 
situating "traumatic experience as one among many aspects of stress faced by people" (p. 
147)—the mental health promoter is able to draw meaningfully on the knowledge of 
community development towards creating a potentially effective intervention. 
Where social structures themselves are under attack or on the verge of collapse, 
"community level interventions" may provide the sole avenue for limiting the effects of 
war and organized violence on children and their families (Jensen & Shaw, 1993, p. 705). 
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This proposed community orientation for psychosocial intervention has a direct parallel 
in Martin-Baro's (1994) concept of psychosocial trauma as the outgrowth of subjugation 
and the politico-economic disparities between social groups. Martin-Baro's formulation 
would imply that since "traumatogenic social relations and a system of oppression" gave 
rise to the war in El Salvador, treatment of this disorder, in turn, would have to "address 
itself to relationships between social groups, which constitute the 'normal abnormality' 
that dehumanizes the weak and the powerful, the oppressor and the oppressed, soldier 
and victim, dominator and dominated alike" (p. 135). Echoing the Chilean notion of 
social reparation, as a process at once sociopolitical and psychological (Becker et ai., 
1990), this form of psychosocial treatment attends to both issues of identity within the 
social order and the structural violence that has ensured a legacy of exploitation and 
marginal ization. 
Granting the need for and advisability of social reparation, its policy implications 
with regard to the mental health of children affected by war and organized violence 
remain uncertain. It has been noted that there is a degree of controversy surrounding 
programmatic efforts designed to support, for example, demobilized child soldiers' 
recovery from their experience, along with their reintegration into families and 
communities of origin. Programs that have highlighted individual counseling, according 
to Bamett (1999), should give way to "helping communities recover from violence and 
terror" (p. 321). Mendelsohn and Straker (1998) echo this perspective, advocating that, 
"If the reintegration of child soldiers is to be successful, postwar efforts should focus on 
rebuilding whole communities" (p. 409). The Machel study, importantly, argues that 
removing "groups of children who have had especially traumatic experiences," namely 
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child soldiers and the unaccompanied, effectively augments the risk of "distress and 
marginalization" (Par. 177), and thus urges against creating "separate mental health 
programmes" (Par. 183) for such groups. Also of concern is the level of community 
participation in these efforts. Specialized programs initiated by external entities make at 
best "a limited, short-term contribution to the welfare and well-being of child soldiers," 
says McCallin (1998). Citing her own previous research relating to a program in Sierra 
Leone called Children After War, which implemented a community-based approach to 
social reintegration, she describes family and community involvement in the process as 
pivotal to success: "It is their families and communities," she observes, "who remain the 
primary agents in the development of children" (p. 71). Boothby's (1992) perspective on 
community development in Africa differs from that of McCallin, as he advocates that 
both international and local actors assume a role in the social reintegration of child 
soldiers. His own team of Mozambican and expatriate staff worked with Mozambique's 
national government "to establish policy and concrete procedures whereby children who 
were forced to participate with Renamo would be provided appropriate care and 
psychological treatment rather than be sent to military prisons" (p. 181), as in the past. 
"Institutionaliz[ing] forgiveness rather than children" (p. 181), the country's amnesty 
policy has apparently facilitated recovery and reintegration for many children involved in 
the conflict. 
Particularly given power disparities between North and South, and the relative 
wealth of international donor agencies, negotiations between communities in the 
developing world and the so-called humanitarian relief industry are a source of much 
controversy relevant to this discussion on intervention. Boyden (1994) argues that the 
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international relief community's effectiveness is hampered by "romantic model" of 
society that emphasizes the vulnerability of communities in the developing world to 
externally generated violence, causing "inevitable destruction within" (p. 256). 
Apparently, stressing such weakness undermines the possibility of capitalizing on 
strengths, which in turn leads to the abandonment of "participatory programme 
approaches . . . in favour of vertical systems of service delivery," that are "neither 
incremental [n]or sustainable" (p. 256). Such "top-down" initiatives targeting children's 
needs are especially problematic, in Boyden's view, given children's "minority status" (p. 
256) in many cultural contexts. 
Navigating these controversies, the Machel study recommends certain "best 
practices" for enhancing the effectiveness and sustainability of recovery programs for 
children of war. Highlighted are recommendations for mobilizing "existing social care 
systems" and for training to augment "the community's ability to provide for its children 
and vulnerable groups" (p. 177). 
A number of such training programs have been documented. The Secretary-
General's report of 2000 updates the Machel study with a brief account {See Box 7 of the 
electronic file.) of "[e]fforts to address psychosocial trauma" on the part of the United 
Nations Development Programme (UNDP). According to the report, UNDP's Quick 
Impact Action Plans in Sierra Leone include helping train "a cadre of trauma healers" to 
perform the work of "trauma healing and guidance for some of war's most vulnerable 
victims." On the basis of his work with refugee populations, Miller (1998) briefly covers 
what he calls the "especially promising approach" of training "lay mental health 
workers," or "community members who are coached to work as paraprofessionals within 
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their own communities" (p. 376). By design, such a strategy incorporates local 
knowledge and skills, while enlarging these capacities in people who are especially 
invested in community well-being. In addition, as Miller notes, such structures, in 
limiting reliance on outside professionals, are relatively cost-effective. 
Richman (1993), with a background that includes facilitating similar community-
based program development, points to comparable, school-based approaches in Sri 
Lanka, Mozambique, the Occupied Territories, and Central America. While most 
programs of this kind are said to suffer from lack of ongoing supervision, Richman 
highlights the success of the pyramidal configuration utilized in Nicaragua. At the apex 
of this structure are a limited number of professionals in psychiatry, psychology, or social 
work, who train the second tier, known as multiplicadores, or multipliers, in counseling 
technique. These then train promotores, or promoters, to work directly with children and 
their families. The design incorporates ongoing supervision by the workers in the two 
upper tiers. Richman deems the model useful for replication elsewhere, but 
problematizes the fact that in Central America most often the multiplicadores and 
promotores are usually volunteers, and working without compensation may not be 
suitable in all regions. 
In describing the work of a few such innovative mental health initiatives that have 
been able to mobilize communities in developing countries to attend to the needs of war-
affected children in sustainable ways, Boothby (1996) acknowledges the particularities in 
these programs related to the intersection of staff philosophy and socioeconomic milieu. 
He nonetheless infers the value of modifying them for replication in other settings. 
"What distinguishes the principal leaders of these programs," he writes, "is their 
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perception of themselves as facilitators of community action rather than as professionals 
who develop discrete programs" (p. 160). He illustrates the success of such consultants 
and staff in relation to their flexibility in making a culturally-informed transition "away 
from the conventions of Western diagnosis" to concentrate on issues of "social adaptation 
and functioning" (p. 161). This ability to shift programmatic emphasis involves an 
appreciation of the transcultural relativity of the knowledges of mental health. 
Particularly given the "historic patterns of Western domination and derogation of 
traditional African practices" (Peddle et al., 1999, p. 122) that constitute the legacy of 
colonialism, interventions that involve expatriate ideas or input need a community 
orientation and a grounding in local culture. Boothby (1996) thus engages with 
appropriate respect the "taxonomies of illness" employed by "indigenous healers and 
spiritualists" (p. 161). Similarly, Englund (1998), addressing humanitarian assistance 
providers from an ethnographer's perspective, suggests that NGOs might best serve the 
well-being of Mozamibicans displaced in Malawi by "simply enabling them to properly 
bury and mourn their dead" (p. 1172). Discouraging external efforts that attempt what 
ultimately proves a specious translation of indigenous rites, Englund asserts that "The 
task is not to identify a set of'traditions' in order to create artificial contexts for their 
execution" (p. 1172). Guided by an awareness of the salience of the medium of the 
human body to this people's rituals for mitigating the grief and loss associated with war, 
he argues that the need, instead, is "to create conditions under which vital existential and 
aesthetic orientations can be realized" (p. 1172). 
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Interventions That Integrate Western and Holistic Approaches 
To the Mental Health of Children of War 
It should now be evident that Western-trained mental health professionals 
developing interventions for implementation in holistic or sociocentric cultural contexts 
need to take account of issues of cultural difference in some concerted fashion. 
Englund's (1998) warning over the dangers inherent in reckless appropriation of aspects 
of indigenous traditions as a prelude to contrived healing rituals is itself indicative of a 
certain momentum towards transculturalism in therapeutic intervention design. Were 
there no evidence of interest in such practice, it is doubtful Englund would be cautioning 
against it. The ethnographer's solemn advice notwithstanding, a number of interventions 
designed as therapy for persons affected by war and organized violence, and described in 
recent research literature, establish grounds for an initial assessment of this burgeoning 
area of integrative theory and practice. Generally, these writings fall into one of two 
categories: Either the cross-cultural intervention is the creation of a Western mental 
health practitioner attempting to enhance a client's integrative potential by entering, as it 
were, the client's cultural milieu; or clients themselves are effecting this fusion through 
simultaneous or successive utilization of mental health resources from different cultural 
contexts. 
In the countries of southern Africa, most notably in South Africa and 
Mozambique, concurrent consumption of so-called traditional and Western health 
resources is widespread. Accommodating Mozambique's diversity, according to 
Honwana (1997), necessitates combining "several psychological approaches . . . [in 
order] to take into account local worldviews and systems of meaning" (p. 304). Yet, 
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Africans are more likely to be residents of "urban conglomerates" than to conform to 
dated ethnographic images of "slowly changing, rural, and small cultural groups 
untouched by the worldwide social, political, economic, and technological 
transformations of the 20th century" (Okeke et al., 1999, p. 140). Indeed, given 
awareness of the phenomenon of dual health systems, an NGO project with a community 
development agenda, which was started by the National Peace Accord Trust in South 
Africa, prepares "a range of community members within specific traumatized 
communities" to serve as "trauma debriefers" (Eagle, 1998, p. 281). Participation in the 
instructional program by religious leaders, traditional healers, political leaders, and 
members of community groups would seem to suggest its potential for success as a peer-
driven paraprofessional project facilitating discursive processing around issues of 
traumatic exposure. If these interventions approximate those of the professional-run 
Sanctuary Counselling Team, benefits may be expected despite the likely short-term 
character of the interventions. 
Misgivings over transcultural appropriation such as those articulated above by 
Englund (1998) are without basis, in the view of Gillian Eagle (1998), who by contrast 
elucidates ways "to reconcile different healing frameworks" (p. 281). She provides 
detailed descriptions of three case studies to illustrate her finding that neither "dilution" 
nor "diminished efficacy" is the necessary upshot of the pairing of Western and 
indigenous mental health systems. Instead, clients who elect to engage with parallel 
"trauma treatment" systems in an entirely "nonexclusionary manner," are, in Eagle's 
opinion, "manifesting their own need and capacity to engage in integrative modes" (p. 
281). 
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With the case of her client Evalina, a woman in her 50s living in an urban Black 
township, Eagle (1998) demonstrates those specific aspects of community support within 
a township context that aided Evalina in coping with the pain of an extreme exposure to 
violence. While en route to a Sunday church service in a time of especially intense 
political rivalry, the client had been taken hostage in a vehicle with other captives, and 
driven to a remote destination. There all the passengers were executed in a volley of 
gunfire. Evalina alone survived, falling beneath the corpses of her fellow passengers, and 
losing consciousness, only later managing to make her way to a hospital. Subsequently, 
in the course of a 2-month psychotherapy treatment with Eagle, a period characterized for 
Evalina by nightmares, flashbacks, and "a feeling or unreality concerning the veracity of 
her experience and its plausibility for others" (p. 278), the woman gained considerable 
relief through a therapeutic event at her community church. With the support of her 
priest, Evalina gave testimony of her experience and the emotional pain associated with it 
in front of the gathered congregation, which "spontaneously supported her by singing to 
her at the points at which she was overcome" (p. 278). This encouragement Eagle 
interprets as aiding Evalina's capacity to "decrease her avoidance of the traumatic 
material" (p. 278). The aumor describes the event as a "naturally occurring healing 
mechanism" (p. 282), which, 
. . . helped her to develop a sense of competence, an ego-supportive 
mechanism, by providing an audience who demonstrated their respect and 
concern for her in listening to her story. The sharing of her trauma with 
others in a spiritual setting created a common ownership, which altered the 
attribution of the meaning of the incident. All these processes acted to 
facilitate the integration of the incident and thus created a greater sense of 
wholeness, that is, facilitated integration of the self. At the same time the 
intervention also represents aspects of the African cosmology . . . In their 
listening to her and singing with her, die members of the congregation 
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indicated their identification with her pain and in a sense her experience 
became part of the community's life. (p. 278) 
Eagle (1998) finds in the three case studies she relates some evidence of "the 
universality of therapeutic principles" (p. 281), since certain structures of recovery repeat 
from one narrative to the next. While Shweder and Bourne's (1984) doubts about 
universal discoveries are certainly relevant here, Eagle's work apparently does support 
some generalizable characterizations. Namely, her observation that the interaction of 
song and story brought with it "a restitution of a sense of interpersonal support and a 
celebration of unity" (p. 278), while indivisible from the sacramental setting, may in fact 
afford some degree of transferability to other sociocentric contexts. Moreover, Eagle's 
reading of the African cosmology underlying Evalina's testimony seems an apt 
interpretation of the transformative potential of the ritual order, even in a context of 
religious and cultural syncretism. Such understanding is critical to translating traditional 
experience across cultural barriers. As Miller (1998) clarifies, an approach with a strong 
degree of respect for the specificity of religious ceremony properly situates rituals 
"within the broader set of meanings and beliefs from which they are derived, rather than 
[using them] in a piecemeal fashion . . . incorporated into a primarily Western or 
Eurocentric framework" (p. 375). 
Gillian Straker's (1994a) work as a psychotherapist may similarly represent social 
psychology at the intersection of Western psychodynamic theory and the traditional 
values of an embattled indigenous culture, threatened with extinction in the context of the 
most notorious racist oppression imaginable. Her treatment of the three adolescent 
daughters of Chief Sipho Masela during South Africa's civil war, for example, may be 
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considered paradigmatic of her transcultural approach to psychotherapy. In the course of 
a community meeting at the family's estate, marauding forces drove the Chief out of his 
home, burned him to death, and hacked off his genitals. His daughters and 57 others 
escaped the assault, but in their distress, as a group suffered collective insomnia, a 
recurrent, shared nightmare, and a slate of symptoms that in the West would likely point 
toward a diagnosis of posttraumatic stress. Recognizing that within African cosmology 
the dream stood as a communication from the ancestors, Straker was able to suggest an 
interpretation associated with an archetypal image common at times of violent conflict. 
Engaging this vision for themselves, the young women regained the strength necessary to 
participate in the liberation struggle to which they and their father had long been 
committed. 
Straker's (1994a) deference to the cosmology of her clients may anticipate 
Woodcock's (2000) insight that integrating Western and indigenous therapeutic practices 
requires therapists to apply a degree of reflexivity, acknowledging the habit of viewing 
"the patient... through the lens of their own culture" (p. 216). [In Turner's (1977a) 
vernacular, reflexivity refers to the ways a community "seeks to portray, understand, and 
then act on itself or "communicates itself to itself (p. 33).] Ascertaining through this 
almost countertransferential process how clients understand their affliction, 
psychotherapists' skills must include, as Sue (1998) indicates, awareness of their own 
cultural assumptions: "Ultimately the patient's own meaning systems and ways of 
healing are considered as ways of restoring their well-being, but the therapist uses 
[her/his] own principles of integration to guide [the patient] through this process" 
(Woodcock, 2000, p. 216). 
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As a London psychotherapist working with refugee families dealing with "the 
profound effects of atrocity and enforced exile" (p. 396), Woodcock (1995) strives "to 
show how healing rituals can incorporate therapeutic techniques and an understanding of 
the exiles' culture, thus providing a safe environment in which families who are stuck in 
the liminal state of exile can be shifted into a phase of reconstruction" (p. 407). 
Explicitly invoking not Turner but Eliade (1989), and drawing on the notion that seasonal 
rituals have a special capacity "to regenerate life by giving it meaning and purpose" (p. 
406), Woodcock both encourages political exiles to affirm cultural values through 
performance of traditional rites, and illumines the aspects of imprisonment and exile that 
functioned "like truncated rites of passage" (p. 406), leaving survivors in a state of limbo. 
By reestablishing a Naw Roz (new year's) celebration, one troubled Kurdish refugee 
family in Woodcock's care was empowered to pass beyond existential and communal 
disruption and to reclaim aspects of familial life in the time before torture. Drawing on 
the strengths of the family's cultural traditions, Woodcock helped move the family into a 
therapeutic space more conducive to positive change. 
Alluding to Bracken's argument regarding the redundancy of Western 
psychological approaches to people able to "mediate their experience" of even extreme 
exposures to organized violence "through culturally syntonic ways of living," Woodcock 
(2000, p. 214) discusses Eisenbruch's concept of cultural bereavement in terms of those 
refugees from the Cambodian holocaust whose access to "indigenous priests and healers" 
enables posttraumatic symptom interpretation in terms "syntonic with their culture" (p. 
215). 
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Eisenbruch's (1991, i992) elaboration of cultural bereavement as a psychological 
diagnosis is discussed in some detail above, along with his advocacy of ensuring Khmer 
children and their families access to both Cambodian Buddhist monks and kruu kmae, as 
traditional healers are known among the Khmer people. Medical professionals who work 
with refugees from the wars in Southeast Asia often remark that it is not unusual for a 
Cambodian patient to present with spirit possession, as Eisenbruch (1991) describes the 
scenario, "troubled by visitations of ghosts from the homeland" (p. 675), along with 
voices demanding the making of "merit" to the ancestors, and a feeling that this amounts 
to punishment for survival. Eisenbruch considers all of these "culturally normal signs of 
bereavement" (p. 675) to which the monk or healer is able to intervene in a syntonic 
fashion, often with success, and even in alliance with the Western practitioner. The 
author points as well to the significance of ritual, in particular the pcum-ben, the annual 
ceremony celebrated to venerate the souls of the dead and incorporate the survivors into 
their community. Referring to this ceremony as "a culturally coded 'corrective emotional 
experience'" (p. 675), the celebration of which was eagerly awaited by the 
unaccompanied Khmer minors resettled in Australia, Eisenbruch underscores its 
therapeutic importance for these children. Participating in the pcum-ben and other 
calendrical rituals of traditional Cambodian society summoned with it a symbolic 
"bridging [of] the past" and, more successfully than other formal religious practice for 
these children, served as an "antidote to cultural bereavement" (p. 675). 
Even for those mental health practitioners committed to utilizing Western 
diagnostic criteria when providing services to the Khmer, an integrative analysis may be 
considered necessary. Mollica and colleagues (1992), in validating the Harvard Trauma 
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Questionnaire for use in measuring exposure to traumatic stressors and its psychiatric 
sequelae among Indochinese refugees, warn those in the treatment field against 
"uncritical use of ready-made constructs" such as PTSD. Mollica and Caspi-Yavin 
(1991) underscore the cultural construction of trauma by unpacking the etymology of the 
word torture. The Latin root torquere of the English word means "to cause to turn, to 
twist," and suggests images of inflicted bodily harm. By contrast, the Khmer expression 
for torture, tieru na kam, comes from the Cambodian Buddhist term for karma: The 
sense of fatalism inherent in the word is evident in the Cambodian response to torture, 
and informs the experience itself. Specializing in the assessment and treatment of 
Indochinese refugees, Mollica and Caspi-Yavin thus utilize discourse analysis to support 
the need for cross-cultural research. Elsewhere they indicate that assessment of 
psychiatric disorders in such populations must start with "local phenomeno logical 
descriptions of folk diagnoses" (1992, p. 265), only after which, comparisons with 
Western diagnostic criteria may prove useful. 
The relativist understanding of transcultural mental health intervention in 
evidence in approaches as different as those of Eisenbruch (1991, 1992) and Mollica et 
al. (1992)—has informed NGO efforts among the Khmer from the Thai border camps to 
the U.S. resettlement community of Tacoma, Washington. As a physician with 17 years' 
experience working in refugee camps of Southeast Asia, including as the ICRC medical 
coordinator in Thailand, Hiegel (1994) came to promote coexistence of western and 
indigenous care systems, and found that the two systems could complement one another 
usefully. Similarly, Duncan and Kang developed a primary prevention program to 
galvanize the support of the larger resettled Cambodian community in Tacoma for Khmer 
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refugee children's acculturation and healthy development—and with the aim of 
precluding growth of maladaptive behaviors (Hicks et al., 1993, p. 81). 
Believing in the right of the Khmer refugees to seek access to both Western and 
indigenous medicine within the confines of the border camps, Hiegel (1994) in 1974 
facilitated establishment of Traditional Medicine Centers there, entrusting care of 
mentally disturbed Khmer refugees to indigenous healers who themselves had fled 
Cambodia's violence. The author discusses the bases on which "a productive alliance 
with indigenous healers" (p. 295) may be built. For Western practitioners working in 
refugee camps, Hiegel considers it advisable to "stress the limitations of scientific 
medicine" (p. 299), rather than to attempt convincing clients or healers themselves of the 
superiority of Western approaches. Indeed, in places with dual health care systems, 
healers are often asked to intervene in "cases that local scientific treatments failed to 
cure" (p. 299). Amid such circumstances, credibility can be gained by Western 
professionals willing to acknowledge at the outset the restrictions to their capacity to 
cure. Hiegel indicates that in the camp setting, formalizing structures that enable access 
to both Western and indigenous modalities may be most conducive to the population's 
overall health, particularly given the potential for reciprocal accommodation: "When it 
becomes clear to all parties that the two ways of healing are complementary rather than 
competitive, it is easier to ensure the [health and] safety of the patients because mutual 
referrals are the logical outcome" (p. 299). 
The primary prevention program developed in Washington state by Duncan and 
Kang featured a comparable attitude of transcultural respect. The program involved 
mobilization of the existing social care system—a process considered one of the Machel 
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study's "best practices" (Par. 177) for ensuring effectiveness and sustainability of 
interventions for children of war. Indeed, it may be that the United Nations study, in its 
explanation that this sort of effort, "may, for example, involve mobilizing a refugee 
community to support suitable foster families for unaccompanied children" (Par. 177), is 
making guarded reference to Duncan and Kang's previously established, multi-layered 
intervention. A key component of the Tacoma program's health promotion approach to 
healing cultural bereavement was its placement of unaccompanied Khmer children in 
foster families from their culture of origin (Williams, 1991). 
The designers of the program began with a hypothesis that the Khmer children's 
separation from their parents and families likely occurred in ways that undermined 
resolution of feelings associated with grief and loss (Williams, 1991). [Although there is 
no published primary account of the project, Rousseau (1995) and Williams have both 
described it on the basis of an unpublished report. This document is no longer available, 
however (J. Duncan, personal communication, November 17, 2001).] According to 
Williams, central to the program was "the use of traditional Theravada Buddhist 
ceremonies and rituals to honor the dead, as well as consultation with Cambodian 
Buddhist spiritual leaders" (p. 213). For each of the 47 children enrolled in the program, 
a series of three ceremonies was conducted in the course of the initial year of 
resettlement. There was an annual "family reunion of living and deceased relatives" (p. 
213), known as Pratchun Ban, along with a Cambodian New Year "religious observance 
for absent family members" (p. 213). Described in detail in Williams' account is the Ban 
Skol "memorial for absent family members" (p. 213). Conducted in the child's new 
foster home by Buddhist monks, this ritual involved an elaborate meal for the family and 
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guests, including staff of the local resettlement agency. With everyone touching one 
another during a recited prayer, the monks would burn over a bowl a piece of paper on 
which the child had listed all those departed whom she or he wished to honor. The 
monks then poured water over the ash. According to the original account, the burning, 
which Williams likens to cremation, was: 
. . . particularly important for those children who saw their relatives' 
bodies left to rot or dumped in mass graves. Many children do not know 
what happened to their families but saw many other untended bodies and 
fear this fate for their own parents. Pouring the water and the ashes on the 
ground ensures that it will go to the loved ones even if they are not present 
. . . The foster child who is the central figure in the ceremony receives help 
and support from the agency . . .The children are often silent and 
withdrawn while participating in the ceremony or may be overcome with 
grief. They are generally consoled by family and guests and are especially 
drawn into the fun and laughter that follows during the meal. (Duncan & 
Kang, 1985, p. 8; Williams, 1991, p. 213) 
Anecdotal reports suggest tangible benefits of this program: increased attachment to the 
foster family by these children, along with decreasing spirit visitation and sleep problems 
(Rousseau, 1995). Rousseau is correct in her conclusion that "[w]hat makes this type of 
therapy valid also limits its application" (p. 320): It is the invaluable process of helping 
"reconstruct a universe of meaning" (p. 323) that is transferable from this extraordinary 
project, and not the specific activities of the interventions themselves. 
Dance / Movement Therapy (DMT) 
Dance/movement therapy—or "DMT'—is a therapeutic modality whose origins 
and development are informed by a combination of Western psychology and dance, a 
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form of cultural expression that has its own beginnings in celebratory ritual. 
Fundamental to this body-oriented mode of psychotherapy is the notion that health and 
well-being are predicated on an integral connectedness of psyche and soma. DMT's 
abiding ethos of intrinsic holism is thus at one with that of many cultures of the 
developing world. Given the unique concurrence in one treatment modality of these three 
elements—foundations in Western psychotherapeutic theory and practice; association 
with ritual; and holistic belief in the unity of mind and body—DMT would seem ideally 
suited for transcultural efforts to respond to the effects of war. With body movement 
accepted across cultures as "the basic mode of communication," dance/movement 
therapists may be especially well equipped to engage people "from diverse cultural 
backgrounds" (Pallaro, 1997, p. 227-228). It is seldom acknowledged, moreover, that in 
its early years, DMT, as practiced by founder Marian Chace at St. Elizabeth's Hospital, 
was virtually indivisible from the treatment regimen of numerous U.S. psychiatric 
casualties of the Second World War (Johnson, 1993). Nonetheless, this form of 
therapeutic intervention has been to date but little utilized in prevention and treatment 
programs addressing the needs of children affected by war or organized violence. 
Indeed, as of this writing, there is no known published DMT literature that specifically 
considers application with this population. 
In the absence of written resources, a videotape produced by the American Dance 
Therapy Association (ADTA), the profession's education and advocacy organization in 
the U.S., does document briefly a DMT group session with children affected by war. 
Held in May 2001—at the Rocky Mountain Survivors Center (RMSC), a Colorado 
facility that provides services to war refugees and survivors of torture—the session 
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brought together several young Afghani refugees as a way of helping ensure the 
collective's peaceful resettlement after early experiences in an embattled homeland 
(ADTA, 2001). 
DMT as a Convergence of Holism and Western Psychotherapy 
Dance/movement therapy engages at the locus of the human body an 
extraordinary fount of meanings—physical, affective, cognitive, developmental, and even 
spiritual. The modality's central premise is that "the visible movement behavior of 
individuals is analogous to their intrapsychic dynamics" (Schmais, 1974, p. 10). In an 
effort to coalesce divergent perspectives on the profession, Schmais has identified along 
with this basic premise three core assumptions concerning DMT practices that elaborate 
on it. Her three fundamental assumptions of DMT are: 
1. Movement reflects personality. 
2. The relationship established between the therapist and patient through 
movement supports and enables behavioral change. 
3. Significant changes occur on the movement level that can affect total 
functioning, (p. 10) 
These notions pertain to DMT practice across a range of styles, methods, and 
orientations. Like those psychotherapists who do not focus on the bodily manifestations 
of psychological function and dysfunction, practitioners of DMT differ, one from 
another, as to their theoretical orientation. Moreover, whether practiced from a Jungian 
perspective (Chodorow, 1995), that of "object relations" (Pallaro, 1996 ), a 
psychoanalytic framework (Siegel, 1995), or from the vantage point of neurophysiology 
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(Berrol, 1992 )—DMT is routinely informed by the theories and methodologies of the 
science of psychology as the discipline has been articulated in the West. 
The perspective of developmental psychology is of special interest to many 
dance/movement therapists, and not only those providing services to children. 
Particularly beneficial are findings that intimate a connection between psyche and soma 
from die earliest stages of infancy. Stern's (1985) conclusions regarding infants' 
utilization of movement as their first line of communication validates developmental 
psychology's focus on bodily function—an emphasis that dates to Freud's identification 
of the stages of psychosexual development (Brenner, 1973). Of special significance in 
refining this area of investigation is the research of Judith Kestenberg. By 
"concretiz[ing] psychoanalysis in body movement patterns" (Callaghan, 1991, p. 106), 
Kestenberg successfully established a developmentally-based theoretical structure and 
related conceptual instrument for describing, evaluating, and interpreting nonverbal 
behavior (Amighi, Loman, Lewis & Sossin, 1999; Sossin, 1990; Sossin & Loman, 1992). 
As noted above in the discussion of development as a risk factor in succumbing to 
war exposures, Kestenberg undertook groundbreaking work in documenting the lasting 
developmental effects of die Holocaust on child survivors (Kestenberg & Brenner, 1996; 
Kestenberg & Kahn, 1998). With die Sands Point Movement Study Group, she also 
spearheaded creation of an important DMT tool, the Kestenberg Movement Profile, or 
"KMP" (Sossin & Loman, 1992; Sossin, 1990). The KMP may be considered 
representative of a number of DMT mediodologies for analyzing the personality 
implications of movement and bodily communication. Grounded in Anna Freud's (1963) 
psychoanalytic dieory of "developmental lines," the KMP enables assessment of 
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nonverbal behavior in terms of its five early psychosexual phases. These are interpreted 
with respect to Laban Movement Analysis, a schema that symbolically represents both 
functional and expressive aspects of movement behavior (Bartenieff & Lewis, 1980). A 
trained KMP analyst is thus able to observe, notate, and elucidate movement tendencies 
that may have their origins at any given childhood stage (Sossin & Loman, 1992). 
Given what seem legitimate claims for qualified transcultural validity (Amighi, 
1990), the KMP may be applicable for populations from developing countries. Callaghan 
(1991, p. 137), a therapist at London's Medical Foundation for the Care of Victims of 
Torture (hereafter, "Medical Foundation"), has pointed specifically to the usefulness of 
the KMP in the process of identifying the developmental level of the adult survivor of 
torture at the time of this most extreme exposure to organized violence. Such data 
regarding developmental status at the time of insult may prove pivotal to the 
dance/movement therapist in developing a treatment plan to help the client regain access 
to all possible remnants of pre-exposure protective resources. 
Also underscored in Callaghan's (1991) accounts of movement psychotherapy 
with survivors of torture is the fundamental unity of mind and body, an essential oneness 
of being that is the specific target of the torturer's cruelty. "Memories live in the body," 
she writes, "and are stimulated by one's own or another's movements. Muscular and 
visceral responses to emotions and memories offer an opportunity for the release and 
expression of feelings that have been repressed" (p. 59-60). Callaghan's almost lyrical 
expression of holistic conviction may be reinforced by the blunt deduction of Van der 
Kolk (1996b): "Brain, body, and mind are inextricably linked, and it is only for heuristic 
reasons that we can still speak of them as if they constitute separate entities" (p. 216). 
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In the field of dance/movement therapy, such holism is indeed core, and on 
occasion is linked with what are deemed ancient cosmologies and practices. Hence, in 
addition to dance/movement therapists who focus on the Western psychotherapeutic side 
of the DMT continuum, there are others whose practice is guided, if not enlightened, by 
its primary antecedents in dances of communal affirmation and defense. Schmais (1974) 
indicates that DMT's "roots . . . extend back to ancient times in dances of celebrations 
and crises, in dances that define individual and group identity, and in dances of death and 
exorcism" (p. 7). Dosamantes (1992), in turn, references the scholarship of "dance 
ethnologist (Judith) Lynne Hanna," who discerns among "nonliterate cultures" a number 
of specific functions for dance: 
(a) the mediation of unknown and uncontrollable forces within 
participants and their environment, (b) a safe way of acting out negative or 
deviant emotions and behaviors, (c) a means for self-transformation or for 
enacting changes in adopted role or status, (d) a way of releasing emotions 
arising from personal conflicts or pent-up frustrations, and (e) the 
reaffirmation of an individual's inclusiveness within the communal group. 
(p. 265) 
A search for sources of transformation, release, and reaffirmation—functions Hanna 
identifies in dance itself—is thus the motivation for some DMT practitioners and 
theorists to examine not only the ethnographic study of dance, but that of the rituals and 
traditional healing practices of nonliterate, and non-Western cultures. 
Serlin (1993) for example, adopting as "root images" (p. 65) those ancient and 
shamanic practices that continue to resonate in the work of today's dance/movement 
therapists, identifies a similarity in cosmology between the traditional and contemporary 
practitioners. In both groups imaginative and intuitive capacities are regularly invoked 
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towards the enhancement of the patient's integrity and wholeness. Shamanism's 
mediation between "the sacred and the profane" (p. 69) involves psychological aspects, 
without distinguishing them from the physical, such that a fused "psychosomatic" (p. 71) 
approach predominates. Whereas much of modern medicine, in Serlin's view, isolates 
the individual patient from the collective, DMT draws on a shamanic legacy of healing 
that eschews the modem Western tendency of treating symptoms out of context and 
without reference to communal meanings. 
Respect for these communal meanings is broadly considered fundamental within 
DMT practice. Given the extent of the modality's implementation in group settings, 
dance/movement therapists have, in fact, developed their own vocabulary for applying 
theories of group dynamics and development to the DMT group process and its healing 
properties (Schmais, 1985). Schmais (1981) reinterprets Bion's (1961) notion of "fight-
flight," for example, in terms of the geometry in which individuals arrange themselves in 
space during an improvisational movement activity—whether "scattered" (p. 107), in 
"clusters" (p. 107), "clumps" (p. 106), "parallel lines" (p. 106), or "circles" (p. 105). 
Each of these shapes is associated in this literature with the meanings groups apply to the 
problem-solving activities that constitute the group's thematic development through time. 
The circle, a basically "democratic" (p. 106) structure in which DMT groups generally 
begin, places the therapist-leader in a position "coequal" (p. 104) to that of other group 
members. Linked by Schmais, as well, to its centrality in Jungian psychology as 
representative of the sun and other celestial orbs, the circle as a symbol of wholeness 
enters the group's consciousness as a kind of home from which to depart and return. The 
circle enables development into other spatial arrangements, and supports the assignment 
230 
of various social roles (Schmais, 1998), while maintaining a site for group cohesion and 
belonging. 
The priority afforded the communal by the modality may, as well, frame Hanna's 
(1990) message to the DMT community: Through the vehicle of the ADTA's American 
Journal of Dance Therapy, she urges practitioners to embrace an anthropological 
perspective, particularly when working with "members of groups who find individuality 
antithetical to their cultural norms" (p. 121). Precisely because so much of DMT is 
experienced in a group, it may have particular relevance to persons from such 
sociocentric cultural contexts. 
Numerous confirmations of the suitability of group therapeutic interventions for 
these populations come from outside the DMT milieu. Richman (1993), for example, 
supports group work, particularly among young refugees from "traditional societies" (p. 
1296). Straker (1996) finds working in groups "useful," and advocates helping young 
people in contexts of continuing traumatic exposure to "express their pain through 
collective narratives," and the like, rather than through "more conventional therapeutic 
techniques" (p. 28). Van der Kolk (1996b) encourages "[gjroup psychotherapy" for 
persons whose exposure leaves them "deficient in words" since being in a communal 
setting may offer both "(inter)action and . . . borrowed words to express emotional states" 
(p. 195). Johnson (1987) observes that group forms of therapy, including drama therapy 
and DMT, have a special place in the "re-aggregation process" (p. 11), through which the 
tested individual may rejoin the community, and experience a restored sociality. 
Hanna's (1978) ethnographic research further magnifies the vision of dance itself 
as a site for vitally transformative, communal interactions. Mediated in the "dance-
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plays" of the Ubakala, a relatively small Igbo group from Nigeria, she locates opposing 
forces that both define the community and galvanize its capacity for change. In the 
interaction of the dance event, such conflicts as the need to respect communal leadership 
and a contrary momentum towards egalitarianism are made manifest. Hanna looks at 
three different dances, which she indicates are representative of those generally 
performed in African contexts, cautioning nonetheless that with some 2,000 linguistic 
groups, Africa likely has a similar variety of "dance-pattern constellations" (p. 4). The 
three selected performances are framed in terms of "anticipatory psychic management" 
(p. 4). Each, by familiarizing people with the ritual that accompanies death, 
simultaneously reminds them "of the coming of their own deaths and their opportunity to 
eventually achieve ancestor status" (p. 5). 
Utilizing a combination of ethnographic and movement analytic techniques in her 
examination of the dance-plays, Hanna (1978) describes the relevance of the indigenous 
dance form's therapeutic mechanisms to group psychotherapy as practiced in the West, 
and specifically points to DMT. Viewing the dance-plays as a medium for expressing 
ideas and symbolizing emotional experience, Hanna identifies the dance event as an 
apparent "psychotherapeutic vehicle for the diagnosis, prevention, and treatment of 
personal and social disorder" (p. 3). She likens the three dance-plays' therapeutic aspect 
to the Western model of preventive medicine and the self-actualization model of therapy, 
and focuses on their regulatory function in Ubakala society: "Dance is often restorative 
in allowing an individual to reassert the impulsive after the strain of adapting and the 
weariness of conforming" (p. 7). Indeed, helping manage the hostility that arises with 
conflicts that are not so mediated, the dance-plays afford a period of "'liminality' that 
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Turner [would] characteriz[e] as a temporary dissolution of the usual structural statuses 
and customs and an unusual introduction of egalitarianism" (p. 8). The license of the 
emancipatory moment also offers protection from libel, and Hanna cites Margaret Mead's 
notion of expression in "counterpoint," whereby dance permits "emotional 
communication prohibited in everyday life" (p. 8). Among the Ubakala, it is through this 
vibrant movement-based medium, therefore, that the community's "social realities are 
intersubjectively constituted and communicated," producing "emergent structure, culture, 
and behavior" (p. 11). It is through dance that the Ubakala thus create and sustain 
sociality. 
Creative Arts Therapies Respond to the Sequelae of Traumatic Exposure 
Rooted in a comparable conception of the primacy of symbolic behavior to 
processes of intersubjectivity and social interaction, the creative arts therapies too can 
draw much from Turner's theories. Drama therapist David Read Johnson (1987) may 
reflect the Turner legacy with his elaboration of a three-phase process in the treatment of 
persons suffering emotional or psychological sequelae of traumatic exposure. Stage 1 for 
Johnson involves gaining access to traumatic memories. Stage 2 requires lengthy 
engagement in a "working-through process in which the trauma can be acknowledged, re-
examined, and conceptualized," leading to adjustments in the intensity of distress; and 
stage 3 allows the survivor "to rejoin the world of others" (p. 9). Mirroring the three 
phases of Van Gennep's rite of passage, as interpreted by Turner, this tripartite 
therapeutic structure includes its own liminal phase during which transformation occurs 
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in the diminution of traumatic symptoms. For Johnson, this radical realignment has its 
origins in the very beginnings of art as a psychological response to traumatic experience: 
"Art, song, drama, and dance in primitive times were motivated by a need for catharsis 
and for gaining control over threats to the community or to the individual" (p. 13). 
Johnson's (1987) appreciation for the links between artistic expression, ritualized 
behavior, and relief from traumatic disturbance incorporates, as well, an understanding of 
the centrality of play within transformative processes. Johnson compares modes of 
discovery and change in purely psychoanalytic terms—invoking the Winnicott (1971) 
"transitional space" for exploring dreams and fantasy—with those of the creative arts 
therapies. The latter may afford the sufferer "a concrete and impersonal transitional 
space of the artwork, music, role-play, or poetry," that is deemed safer than that of the 
more abstract play of transference; "the patient can play out at arm's length the gamut of 
feeling and impulse, and be helped by the creative arts therapist to modulate the 
directness and intensity of expression" (p. 11). 
Holding intense and troubling images and emotions at a distance in this way 
involves the survivor of traumatic exposure and distress in the unconscious recall of that 
intermediary zone between internal and external realities (Woodcock, 2000, p. 217), 
which constitutes a central place in Winnicott's (1971) developmental schema. The very 
emblem of infantile exploration of a world beyond symbiosis, Winnicott's transitional 
space between the "me" and "not-me" is the crux of creativity and the host for a 
burgeoning intersubjectivity. With foundations in the attunement process between 
caregiver and child, "symbolic action such as play springs forth," according to Woodcock 
(p. 226), within the safety of this transitional space and transitory, liminal moment. 
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The aim of summoning the therapeutic potential of liminality leads Woodcock 
(2000, p. 218) to introduce seasonal rituals into his conduct of psychotherapy sessions 
with survivors of atrocity and uprooting. Dance/movement therapists too claim the 
otherworldly safety of the liminal as a position of creative intervention. Irma 
Dosamantes (1992) examines body movement within what she refers to as illusory space, 
"where the perception of the mover shifts alternately from the world of reality to the 
world of fantasy" (p. 263). Likening such illusory territory to both Winnicott's 
transitional space and the shaman's sacred ground, she locates individual and group 
transformation within the subjunctive, "as if" space that is the site of artistic creativity 
and spiritual experience of the transcendent alike—sites where the body is appreciated as 
an instrument of consciousness. 
Judith Mendelsohn (1999) also draws on Winnicott's theory that cultural 
expression and psychotherapy alike are manifestations of play. Her dance/movement 
therapy work with Israeli and Arab children suffering the trauma of hospitalization for 
serious medical problems, often with knowledge that their illness is terminal, supports 
this modality's role as a vehicle for the release of both physical pain and associated 
emotional distress. Her interventions involve creating what she refers to as a.playground, 
in which medically compromised children benefit spiritually and physically from the 
opportunity to communicate unconscious thoughts, fears, desires, and anxieties about 
their status and ultimate destiny. 
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Creative Arts Therapy Interventions with Children of War 
Although DMT has yet to establish a position in the assessment, prevention, or 
treatment of emotional or psychological disturbances associated with children's exposure 
to the stressors of war, creative arts therapy modalities are often utilized in such contexts. 
Creative activities are seen to afford children a valuable means of "dealing with pain" 
through "symbolic expression of shared feelings" that may enable "reaffirming [their] 
identity or competence" (Richman, 1993, p. 1296). The creative process, improvisatory 
thought and action, and the symbolization process, are innately therapeutic (Goodill & 
Morningstar, 1993; Maslow, 1976). All are basic to these arts therapy modalities, as 
well, just as they are valued for their role in furthering children's healthful development. 
A pivotal role for such creative processes in coping with and integrating 
experiences of traumatic disturbance is also hypothesized. Van der Kolk (1996b) 
indicates that individuals enacting posttraumatic repetition compulsions are frequently 
more capable of expressing "internal states more articulately in physical movements or in 
pictures than in words" (p. 195). This leading authority on treatments for posttraumatic 
distress prescribes expressive arts therapy in response: "Utilizing drawings or 
psychodrama may help [these individuals] develop a language that is essential for 
effective communication and for the symbolic transformation that can occur in 
psychotherapy" (p. 195). As Van der Kolk suggests, the language of creative arts 
expression may, indeed, compensate for, or even overcome, difficulties in using words to 
convey feelings. This difficulty is a common occurrence after exposure to extreme 
stressors, and one that Van der Kolk (1996a) and others have found "mirrored in actual 
changes in brain activity" (p. 233). 
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Children of war may thus experience impediments to verbal expression, or may 
live in cultures that restrain altogether discursive processing of both posttraumatic and 
more commonplace disturbances. Evidence suggests that these children may be usefully 
encouraged to engage in representing their feelings and thoughts through artistic means— 
at least those considered culturally syntonic. For young refugees, creative production 
may be associated with the "construction of meaning and identity" (Rousseau & Heusch, 
2000, p. 31) a process that enables safer passage between the country of origin and the 
site of exile or asylum. Radda Barnen's (1994) integrated approach to helping the 
Southern Sudanese children in the Pignudo refugee camp in Ethiopia thus profitably 
incorporated a range of creative activities. The Swedish agency, making a deliberate 
effort to examine the role of traditional cultural expression in this group's remarkable 
level of resilience, encouraged the children at Pignudo to engage in: writing compositions 
about what happened to them on their long journeys; performing traditional songs and 
dances; recording favorite Sudanese folk tales; drawing places encountered on the way; 
and the telling and discussing their dreams—a traditional cultural activity. Such 
approaches are endorsed by the Machel study, which notes that children's ongoing need 
for emotional and intellectual stimulation may be fulfilled in part through "structured 
group activities such as play, sports, drawing and storytelling" (Par. 179). The 
importance to children's resilience of such occasions for expression is linked in the study, 
as well, to the "opportunity for . . . attachment and trust that comes from a stable, caring 
and nurturing relationship with adults" (Par. 179). 
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Art therapy interventions. 
Among creative arts modalities, art therapy is an especially common component 
of NGO intervention programs for war-affected children. The initiative, discussed 
earlier, that placed Bosnian refugee children in foster homes in northern Greece included 
in its educational curriculum weekly art therapy sessions (Papageorgiou et al., 2000). 
The potential helpfulness of such art interventions may be evidenced, moreover, in a 
single case study reported by Green and Kocijan-Hercigonja (1998) involving a 6-year-
old Bosnian girl called Suzana presenting with selective mutism. At 4, the child had 
witnessed the killing of her father and three maternal uncles, all four blown up by an 
exploding shell. Finding the outcome too depressing to speak about, the girl's mother 
largely withdrew. Suzana's psychiatrist reports that during the girl's seventh 
psychotherapy session a previously inviolable silence was broken. On that occasion, she 
presented the therapist a "drawing of a man in a coffin draped with a Croatian flag" (p. 
588). When the therapist said in return that he had heard Suzana's father and uncles had 
been killed, the girl spoke for the first time, and explained how the death of her father had 
"made her mother cry" (p. 588). The opportunity to represent her stifled emotions in a 
symbolic form opened the way to continuing connection, and Suzana spoke of her 
sadness. After making additional pictures of the men's graves, there was an occasion for 
ritualized remembrance: "Suzana's mother took her to the cemetery where the child 
placed drawings of her father and uncles on their graves with candles" (p. 588). The 
fulfillment of her need to represent herself through symbolic action offered a new sense 
of relief, and Suzana began for the first time to speak at school. 
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Artistic ventures may thus enable children to create what Rousseau and Heusch 
(2000) term "coherence in their inner worlds" (p. 31). Working with young refugees and 
immigrants in Canada, the two authors developed and implemented an art therapy 
intervention—called simply The Trip—which they designed to help the non-citizen child 
handle an uncertain, transitional status. "After migration," they write, "a child belongs to 
two cultures at once, yet is 'foreign' to both" (p. 39). They asked children in a third-
grade classroom to imagine a hero about to make a trip to another country. The figure 
could be an actual person known to the child, "or a make-believe character, even a plant 
or animal" (p. 38). Four stages of the trip were then outlined: "(1) life in the character's 
homeland before the trip; (2) me journey itself; (3) arrival in the new land; and (4) the 
character's future" (p. 38). After the children illustrated each stage of the character's 
adventure, they discussed and wrote about the process. Three prevailing themes emerged 
from the children's representations—family, friends, and "myths of the homeland" (p. 
39). To the authors—who discerned in the child's hero a representation of self—these 
themes suggested, respectively, issues of continuity and attachment, a human dimension 
in the adopted country, and a framework of the past on which "to build experiences and 
emotions" (p. 39). Interpretations of the images by the authors would indicate that the 
modality affords a means of managing the stresses of enforced biculturalism, and in 
addition, that "solid ties to a past" seem a necessary basis for "confident projections into 
the future" (p. 38). 
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Playing to Grow: A fusion of expressive arts interventions and capacity building. 
Uniting capacity building with new opportunities for refugee children to explore 
the expressive arts is the ambitious goal of Miller and Billings' (1994) intervention, 
realized under the name, '"Jugando para Crecer: Talleres de Salud Mental para Ninos* 
(Playing to Grow: Mental Health Workshops for Children)" (p. 349). The 5-week 
project, implemented among Guatemalan Mayans in the two Chiapas refugee camps 
described earlier in this text, was designed first of all to introduce a variety of arts and 
play techniques, including drawing and dramatization, "to assist children in safely and 
creatively exploring salient issues related to the unique experience of growing up in 
exile" (p. 349). A second equally significant objective was to help put in place and 
stabilize a structure for ongoing, locally-directed, creative efforts. 
As the authors acknowledge, the project builds on previous work to address the 
mental health and developmental needs of children affected by organized violence in 
situations where professional attention is beyond reach. This legacy of interventions goes 
back at least to the Movimiento Solidario de Salud Mental [Solidarity Movement for 
Mental Health] (MSSM), which was formed in 1982 by Argentinian teachers, actors, and 
psychologists dedicated to supporting children living through the Junta that ruled their 
country from 1976 to 1983. Parallel efforts among marginalized groups in several 
countries have trained lay workers to serve as mental health promoters for their 
communities. One such initiative, Tecnicas Creativas (Creative Techniques), an 
outgrowth of MSSM comprised of "psychosocial assistance groups" (Miller & Billings, 
1994, p. 347), employed creative arts techniques and physical play to enable Argentine 
children to express feelings and ideas about the personal impact of the repression. 
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Addressing similar aims, Jugando para Crecer involved a series of workshops for 20 
children aged 7 to 15, in each of two camps. Co-led by the authors and classroom 
teachers, themselves with "limited formal education" (p. 350), the sessions opened with 
physical games as a "warm-up," followed by such activities as "collage, individual 
drawing, collective drawing, collective story-making, and sociodrama" (p. 352). 
Beyond coping with the usual difficulties of daily life in a refugee camp, the 
children were at the time of the workshop anticipating return to Guatemala, after their 
communities' 11 years in exile. In this context, among numerous other activities, the 
facilitators asked the young Mayans to draw or paint their responses to the questions: 
"Why did my family leave Guatemala?" and "What will I see on the road that goes back 
to Guatemala?" (Miller & Billings, 1994, p. 352). In completing these two assignments, 
the children were moved to visit an imaginative space in which to address their 
understanding of life in exile, as well as fantasies regarding the future. At once 
summoning and dispelling the terrors of their communal history, the latter question, 
according to the authors, had been the suggestion of a local community group. The 
direction to describe the imagined way back to Guatemala "had the specifically 
preventative aim, via expression and discussion of feelings and concerns, of alleviating 
anxiety regarding return to a country about which [the children] had heard so many 
frightening stories" (p. 352). Ultimately, the strength of this overall intervention, in 
building sustainable capacity for ongoing activities with comparable value to the mental 
health of these refugee children, is somewhat diluted. The authors acknowledge a failure 
to incorporate more fully into this otherwise comprehensive, coherent program the 
"indigenous understanding of mental health and psychological development" (p. 354). 
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Play therapy intervention. 
In Sierra Leone, another country torn asunder by a seemingly interminable civil 
war, and one in which child soldiers have played an ongoing role, UNICEF and its local 
partners operated a facility known as Grafton Camp for recently demobilized boys, ages 9 
to 16. Visiting the camp during a cease-fire, Wessells (1997) reveled in the children's 
energetic dancing and organized games. His detailed description of one such game, 
called The Tunnel, is reminiscent of some of the gross motor activities facilitated by 
dance/movement therapists in the West in their interventions with children and 
adolescents, including trauma survivors. At play is an equally active embodiment of a 
subjunctive social ritual—with similarly potent metaphoric significance for its young 
participants: 
The boys stood in two lines facing each other, with partners in the line 
joining hands and raising their arms, creating a tunnel through which the 
first two boys would run. When they reached the end, they faced one 
another and locked their hands in the air, becoming part of the tunnel 
through which the next pair at the front of the line r an . . . there was much 
laughter as the boys ran faster and faster through the tunnel and as the 
tunnel snaked its way around trees and through gardens. On another level, 
however, it was a serious game with a psychological dimension. The 
tunnel existed only through cooperation, the joined hands symbolizing 
human interconnectedness. The game required trust, because the boys 
forming the tunnel could have easily collapsed the tunnel, tripping the 
runners. Or they could have harassed the runners in myriad ways. 
However modestly, the game was rebuilding the fabric of trust that the 
war had ripped apart. While no single game could rehabilitate a former 
child soldier, the camp itself seemed to offer hope that rehabilitation was 
possible. After all, some of the counselors were themselves former child 
soldiers who had been demobilized and who were now working to help 




As with Jugando para Crecer among Mayan refugees and the gross motor games 
of demobilized boys in Sierra Leone, inherent in the group creative arts therapy 
intervention is the potential for addressing issues of sociality that in many contexts may 
be central to recovery from the effects of war. Drawing on the work of anthropologists 
including Turner, in articulating the function of ritual in the maintenance of social order, 
Johnson (1995) designe, Felman, Lubin and Southwick (1995) designed and implemented 
at a U.S. Veterans Administration facility a series of therapeutic communal ceremonies to 
help ensure full reintegration of Vietnam veterans into U.S. society. Some of the 
ceremonial activities thus involved participatory roles for veterans' parents, spouses, and 
children. Labeling these rites "symbolic enactments of transformation" (p. 283), the 
authors thus advance the self-conscious application of ritual "for accessing and 
containing intense emotions evoked by traumatic experience" (p. 283). Contrasting the 
"containing" of feelings with "suppressing" them, the authors stress that providing a 
container in which clients may safely evoke "distressing emotions" is itself central to the 
therapist's task in elaborating the rite. The notion of "aesthetic distance" (p. 285) is 
invoked as well to explain the way ceremony simultaneously affords such emotional 
engagement and awareness of the "symbolic nature" (p. 285) of the event. This dual 
consciousness helps persons suffering from PTSD to navigate common "biphasic shifts 
between flooding and numbing of emotion" (p. 286). An important theoretical 
contribution here articulated is that through the ceremonial re-contextualization of 
experience, the patient may be encouraged to make use of social defenses in the 
management of distress, rather than having to rely solely on "personal, largely 
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intrapsychic defenses" (p. 286). The communal structure of ritual, thus, offers access to 
emotional catharsis within a collective container, and group defenses both help diminish 
die intensity of individual burdens and further reintegration into the existing social order. 
No doubt, Zwart and Nieuwenhuis (1998) would confirm the findings of Johnson 
et al. (1995) that "ritual and ceremony are highly efficient vehicles for accessing and 
containing intense emotions evoked by traumatic experience" (p. 283). Nieuwenhuis is a 
music therapist and Zwart a "psychomotor therapist" (Zwart & Nieuwenhuis, 1998, p. 
67) at De Vonk, a unit dedicated to the psychological "treatment of traumatised refugees 
and asylum seekers," founded in 1994, that is part of a larger Dutch national institute for 
the rehabilitation of "resistance veterans and victims of war" (p. 66). In addition to 
participating in art and music therapy, patients at De Vonk engage in Zwart's movement-
based modality, which combines movement exercise and expression with body awareness 
training and body-oriented psychotherapy techniques. 
A case study presents Zwart's work, which is akin to DMT, as part of a 
compound treatment plan for Mohammed, a 20-year-old man from West Africa who had 
escaped to the Netherlands following the political murder of his parents and sister. 
Decompensated and in deplorable condition upon arrival at De Vonk, crying and unable 
to sleep or eat, Mohammed, nonetheless, would eventually regain function in the course 
of his treatment. Promoting recovery was the performance of a mourning ceremony 
precisely one year after his family's massacre in the homeland. Fulfilling an elaborately 
ritualized scenario, Mohammed addresses his lost relatives as a way of finally taking 
leave of them. After a solemn rite with candles, his spoken words, and the singing and 
wailing of African women invited to join him and his supporters at the center, he makes a 
244 
trip to the nearby seashore. There in the sand he buries a rounded stone he has worked on 
himself. Knowing that upon his departure the waves will roll up and carry the stone 
away affords Mohammed some palpable and imaginal connection with the shores of his 
distant homeland. In describing this ritual, the authors note the importance of 
simultaneous sensory stimuli to the success of healing: "The activation of as many 
senses as possible furthers the fullness of the perception, the experience. In that way the 
conscious and unconscious results can be increased" (Zwart & Nieuwenhuis, 1998, p. 
75). The interaction of several physical and performative elements making up the ritual 
designed by Mohammed and the therapy team to commemorate his loss thus facilitates 
what the authors consider the abiding aim of ritual: a "change in consciousness" (p. 73) in 
those participating in it. Transformation at this level may only be possible within the 
illusory space of ritual's liminality. 
For the child who experiences terror or undergoes enormous loss at an early age, 
such a change in consciousness may be effected with or without Mohammed's degree of 
aesthetic deliberation. In his aforementioned discussion of "comprehensive-integrated 
programs" that meld psychosocial services into an holistic approach to humanitarian 
relief and community development, Boothby (1996) relates in detail the story of Tomas, a 
former child soldier in an exemplary Mozambican rehabilitation program run by the 
Project on Children and War. This child benefited greatly from a Project-run effort to 
find and train individuals from NGOs and government ministries who were thought likely 
to have an affinity for working with children of war. In addition, Tomas' case study 
underscores the healing potential of the expressive arts as therapeutic modalities for child 
soldiers in the developing world. 
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For this particular young boy, his horribly emblematic trauma story began at age 
six, when forced to set his family's hut aflame, then watch guerrilla soldiers decapitate 
his parents, impaling their heads on stakes. Initially Tomas, like other children entering 
the rehabilitation program, had proved powerless to escape such frightening images, the 
enduring immediacy of which had incited in him a combination of aggressive behavior 
and muteness. Working with trained, community-based caregivers, however, who 
incorporated traditional and Western psychological practices, the boy had begun to speak 
once more, and proved able to share with a Mozambican social worker the terror of his 
worst moment. 
Children in this unusual program benefited from a slate of therapeutic activities, 
some inspired by the creative arts and others rooted in the ceremonies of local folk 
healers. For Tomas, treatment included a sociodrama, in which his peers acted out for 
him the scenes of his torment. From the boy who portrayed himself at six, he was to gain 
valuable insight into his predicament. Tomas had been overcome by guilt at failing to 
rescue his parents, as well as "fear and anger over having been abandoned in such an 
awful world" (Boothby, 1996, p. 156). His peers, commenting on their enactment, 
helped relieve Tomas of the dreaded burden of this terrible responsibility. Their joint 
venture into a subjunctive space of imaginative re-creation enabled him to begin to 
tolerate the fact of his inability to protect the parents whom he had needed all along to be 
protecting him. Emerging transformed from that liminal experience, the child was able to 
begin developing a close attachment to another caregiver, a Mozambican woman who 
volunteered to work with him. In time, his anxiety and aggressive outbursts diminished, 
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as he grew more capable of living with his inescapable memories of almost intolerable 
pain and loss. 
DMT in the Treatment of Posttraumatic Stress 
Just as "trauma" is a process that encompasses an interaction of risks associated 
with exposure to stressors, and factors that may mitigate the potential impact of that 
encounter, so overcoming the consequences of terror and violence amounts to a process 
that Van der Kolk (1996b) refers to as one of "desomatizing" (p. 205) recollection. So 
long as the mind finds the experience unutterable, he theorizes, the body automatically 
responds to the intrusive remembrances of the event as if it were happening all over 
again. It is with the identification of the "triggers" to such bodily responses and the 
attachment of words to these painful "somatic experiences" (p. 205) that there is a 
potential for the terror to loosen its grip. "[T]he task of therapy," therefore, according to 
Van der Kolk, "is both to create the capacity to be mindful of current experience, and to 
create symbolic representations of past traumatic experiences, with the goals of taming 
the associated terror and of desomatizing the memories" (p. 205). Enhancing 
mindfulness, or reunifying mind with body—these acts precede and inform 
symbolization, which may then prepare the way for restoration. Such are the aims of 
DMT processes in the treatment of "trauma." 
For a child suffering the effects of abuse, or an adult refugee the terrifying 
flashbacks of torture, entry into the needed therapeutic space requires sufficient security 
and trust to allow for the separation from the everyday that in Van Gennep's schema 
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precedes the Iiminal experience. In the pages that follow are descriptions of DMT theory 
and practice with regard to two specific populations—abused children and adult torture 
survivors—whose experiences may be especially pertinent to imagining a site for DMT 
interventions with children affected by war and organized violence. 
DMT Interventions with Children Suffering Abuse 
Dance/movement therapists working with abused children necessarily focus on 
establishing a solid physical and psychic infrastructure in which such an exploratory 
process may be relied on as secure, protected. This is all the more necessary since 
violation of bodily integrity in ways that are frequently aggressive, angry, and 
exacerbated through threat or the confusion of mixed messages is at the root of a child's 
experience of physical or sexual abuse (Goodill, 1987). Typically the dance/movement 
therapist responds to this violent transgression of boundaries with a program that features 
"containment" (Weltman, 1986, p. 56) and activities that encourage the child to regain an 
awareness of and control over "personal space" (Goodill, 1987, p. 59). Such 
reaffirmation of boundaries, beyond serving as a prerequisite to therapeutic change, 
echoes the sacralizing borders of die ritual process and bestows a similar potential for 
self-transformation. 
Reporting on her use of movement therapy in the diagnosis and treatment of 
sexually abused children, Marsha Weltman (1986) underscores through a number of 
vignettes the importance of this sort of coherent structure—for example, by stating to her 
clients in no uncertain terms that she will not harm them and promises to keep them safe. 
Explicitly offering children permission to speak about the experience of sexual abuse, the 
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therapist simultaneously utilizes nonverbal means to communicate her capacity to accept 
them and "contain their feelings" (p. 55). She eschews conventional neutrality, and 
explains, particularly to those children who may be given to "self-scapegoating" (p. 55) 
and exaggeration of their own culpability, that they are innocent; that the perpetrating 
adult bears full responsibility for the abusive relationship. Defining limits to the degree 
and quality of touch for client and therapist alike further encourages in the child a 
burgeoning sense of mastery: 
Concrete experiences involving body awareness and personal and 
interactional space can restore integrity on a body level, at the core of their 
being. These interventions, which are both basic and unique to movement 
therapy, bring a shift of power and control that can empower the children. 
(P-56) 
Some of the children in Weltman's report acquire the capacity to speak the 
unspeakable truths otherwise locked inside a traumatized body. In one case documented, 
Weltman discloses the effects of her reporting allegations of child sexual abuse to the 
authorities, and of the suspect's subsequent removal from the child's immediate 
surroundings. 
The unusual power of structured play to help even a preschool child overcome 
abuse is evidenced in the work of Steven Harvey (1995), whose practice imaginatively 
integrates movement and play therapy techniques. Reenactments in repetitive play, 
viewed in young children in terms of Freud's repetition compulsion, may afford young 
abuse survivors access to potentially reconstructive fantasies that are critical to their 
"self-healing" (Grunbaum, 1997, p. 441). Harvey's 2 lA years of family therapy with 
"Sandra" and her adoptive parents is indicative of such possibility. Finding at assessment 
neither synchrony nor positive feelings between the toddler—removed from her birth 
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parents at age 2 due to allegations of abuse—and her adoptive mother, Harvey 
determined to promote authentic interaction through game activities. Creating concrete 
play spaces conducive to metaphoric interpretation proved essential to this process, and 
the child's capacity to relate meaningfully with her mother grew steadily as she traversed 
the boundaries between "Sandraland" and "Momland" (p. 173), or initiated races from 
"Old Family Island" to "New Family Island" (p. 175). By encouraging and engaging the 
little girl's capacity for imaginary play, for excursions into lands where she could engage 
such symbolic activities as chasing away monsters, burying them with pillows, and 
stomping on them, Harvey in time furthered her ability to share both nonverbally and 
verbally her feelings about the traumatic abuse she had suffered. While agitated behavior 
and nightmares returned with this enhanced awareness of her past, Sandra was able to 
embrace literally and metaphorically her new mother and father, both of whom joined her 
in the therapeutic space. Investment in symbols of protection and security grew, and 
upon the child's termination from therapy, when asked to select a favorite activity and 
"develop a good-bye ritual," she elected to rebuild a "safehouse" (p. 180). The liminal 
realm thus afforded significant social re-aggregation—with a new, loving, and attentive 
family as the foundation of a much more hopeful future. 
In an account of a series of case histories that illustrate her therapy practice with 
physically or sexually abused children, mostly of latency age, Sharon W. Goodill (1987) 
too focuses on the use of metaphor and symbolic play. Through mime, dancing, and 
gross motor activities, these children gain access to a means of expressing otherwise 
suppressed feelings, images, and thoughts. GoodilPs therapeutic approach incorporates 
analysis of psychomotor development, while engaging both the functional and expressive 
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aspects of movement in the integration of the emotional, cognitive, and physical aspects 
of the self. Facilitating mastery over the phrasing of a movement sequence, for example, 
may be the prerequisite to gaining control over impulsive behaviors or recurrent anxieties 
or fears. Her work thus exemplifies how "the intense residue of preverbal psychic and 
physical trauma may be dealt with successfully in a nonverbal and physical mode" (p. 
62). 
Given the stated need to rebuild and reinforce boundaries, GoodilFs (1987) 
movement prescription for these children includes games designed to enhance the 
conceptualization of "territory" (p. 60) and build capacity to define and exercise control 
over personal space. Depending on her assessment of the individual child's strengths and 
vulnerabilities, sessions might be tightly structured events, more indicatively than 
subjunctively framed, given evidence of the child's unreadiness to enter a more liminal 
space. On such occasions, improvisatory choice-making would be restricted with the aim 
of ensuring the child that her personal safety would be of the utmost importance to the 
therapist. Accordingly, Goodill would work to titrate exposure to manageable doses of 
awareness of the traumatic experience, rather than relying on unmodulated catharsis itself 
to deliver recovery: "children must work through the trauma of abuse in stages," she 
explains, "according to how much awareness the ego can tolerate given their 
chronological age, intellectual capacities, the degree of trauma, and the current support 
systems" (p. 68). 
Like those of Weltman and Harvey, GoodilFs case studies would seem to reflect 
structural characteristics of both Van Gennep's rite of passage, as reinterpreted by ' 
Turner, and the three-stage process David Read Johnson outlines as integral to the 
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treatment of psychological trauma. The tripartite structure is also a convention of DMT 
itself, remaining as a legacy of pioneer Marian Chace, who developed the format of: 
warm-up, central development, and closure (Chaiklin and Schmais, 1993). 
In the case of Goodill's work, a separation phase (1) is evidenced in the removal 
of the child from the daily world of familial crisis and dysfunction—since most, but not 
all, of the children in Goodill's study had been separated from the family environment in 
which they had suffered abuse. Her young clients' entry into the private world of trust 
within a therapeutic contract is predicated on this elemental degree of security, and in 
most of the sessions documented, the performative, improvisatory experience, which is at 
the core of the therapeutic process, also comes into play. This liminal phase (2) may 
involve excursions into fantasy, regressions in the service of ego-building in a "primary 
process" mode, or more guided tours into symbolic expression through such activities as 
"body sculpting" or "mirroring static body shapes" in a more indicative, orderly fashion 
that "replicates the structure of normal dyadic verbal conversation" (p. 63). No matter 
what die containing structure, this playful liminality represents a period of reflexive 
transformation, and is followed in turn by the re-aggregation phase (3). In this final 
stage, return is accomplished, as children who have polished their body-image and 
discovered self-vitalizing experience within the liminal therapeutic space find themselves 
empowered to try out in public their new identities and behaviors. These are donned in 
the external world, subject to further adjustment through additional therapy sessions, as 
necessary. 
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DMT Interventions with Survivors of Torture 
Torturers exploit and undermine the integrity and sanctity of the individual—the 
essential oneness of body and mind—for ostensible profit in a specific historical and 
sociopolitical moment. Typically the abuse of the body and application of absolute and 
intolerable pain are meant to afford the perpetrator access to the victim's mind, or to 
obliterate all capacity to function. As a strategy for the "unmaking" (Scarry, 1985, p. 19) 
of the personal and collective through brutality and force, torture may take the form of "a 
direct attack on the physical flesh, or an attack on the psyche or symbolic world" 
(Medical Foundation, n.d., p. 2). Yet, as Callaghan's report for the Medical Foundation 
clarifies, this means that the body may potentially function as a site of defense, as well, 
and not only of attack. Despite the apparent relevance of this therapeutic modality to 
torture survivors' special needs, DMT has yet to become a widespread form of treatment 
within the international torture rehabilitation movement. An analysis published in 1988 
of the sorts of psychotherapies that are employed globally in rehabilitation agencies 
found that only 5 percent were body-oriented in conception (Callaghan, 1991, p. 37). At 
this writing, RMSC in Denver, Colorado, is the sole torture treatment center, among two 
dozen such agencies in the U.S., to have DMT practitioners on staff. This deficit exists 
despite a survivor population in the country estimated to reach 400,000 (Center for 
Victims of Torture, 2000). In at least two other locations—in Argentina and Germany— 
dance/movement therapists are reportedly providing treatment to these survivors (ADTA, 
2001). However, the distribution of torture itself is global. Since 1997, Amnesty 
International (2000) has documented its existence in more than 150 countries. Given the 
worldwide spread of this egregious abuse, it is all the more troubling that rehabilitation 
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centers, by addressing through separate modalities torture's bodily and psychic 
consequences, may be inadvertently corroborating the mind/body split effectuated by the 
torturers (Callaghan, 1991). 
Dance/movement therapy's ability to help undo that split, to enhance mindfulness 
and body awareness, particularly through re-engaging developmental strengths, is 
considered useful in promoting recovery from torture's extreme psychosomatic sequelae. 
Callaghan (1991), working within a psychodynamic and developmental framework, 
quotes J. Schlapobersky with reference to his work at the Medical Foundation and the 
therapist's need to comprehend the nature of the survivor's childhood development: 
"People's developmental histories, cognitive set, affectional base, relationship network 
and prior experience of mastery and self-confidence through challenge and adaptation are 
determining factors in their reactions to massive trauma" (p. 40). When a therapist meets 
a torture survivor for the first time, it may not be clear to what extent psychosis or 
neurological damage is present, influencing the affective state. The demolition of 
identity under torture may have returned the client to a dependent and helpless state like 
that of childhood (Callaghan, 1991, p. 153). Indeed, unimaginable pain may have 
reduced the survivor to what Callaghan (1993) refers to as "an infantile or animal-like 
state anterior to language" through a "bodily experience that becomes increasingly 
unverbalizable" (p. 416). Indeed, one rehabilitation researcher has suggested that 
survivors relate through their somatic symptoms, as torture has destroyed all meaningful 
verbalization of psychological content (Callaghan, 1991, p. 151). Information about the 
client's pre-torture developmental achievements may appreciably enhance the therapist's 
capacity to interpret these regressive symptoms and promote recovery. 
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Callaghan (1991), a master's prepared, self-defined "movement psychotherapist" 
(Callaghan, 1993, p. 417), seeks to provide the torture survivor "the chance to 
communicate the felt experience of torture not in terms of these somatic symptoms," but 
in those of their psychic meaning "as manifested and communicated through movement" 
(p. 151). Her goal involves "enabling the survivor to express the unverbalizable and be 
'heard'" (Callaghan, 1993, p. 417), recognizing that survivors' mental health may depend 
as much on recovering aspects of their pre-torture identities subsumed by the all-
pervasive identity as "victim" as on uncovering the narratives of their ordeals. 
Addressing the whole person, especially including life prior to torture, is an 
essential part of the therapist's task in promoting reintegration of the personality, and to 
further this goal Callaghan incorporates the developmental theories of Margaret Mahler, 
as well as Kestenberg, into her movement psychotherapy with torture survivors. 
Mahler's research has usefully revealed potential strengths within client/therapist 
interactions. Appropriating Mahler's terminology for stages of childhood development, 
Callaghan (1991) observes that movement therapists can use their skills and techniques 
"to provide a holding environment through the medium of their bodies [and] facilitate the 
re-birth of the survivor from autistic state to separation-individuation" (p. 156). Through 
this process, the dance/movement therapist in the role of primary caregiver, "coaxes" (p. 
157) torture survivors out of the state of primary narcissism and disintegration where 
terror has thrust them. The physical and psychological "holding" inherent in the 
individual's earliest relationship—with the caregiver—is thus replicated in the 
therapeutic setting: "[MJovement therapists use movement and their own bodies to 
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'hold' the survivor and to provide a space into which the survivor's malevolent introjects 
can be projected" (p. 157). 
Callaghan's (1998) developmental approach is informed by both psychodynamic 
theory and an awareness of the pivotal social issues that challenge her clientele. 
Specifically acknowledging that since her therapeutic modality is based in the 
world views and psychological precepts of North America and Europe, while many of the 
Medical Foundation's refugee clients come from cultures of the South, her therapeutic 
practice necessarily involves "a process of mutual adaptation" (p. 28). Such 
accommodation is relatively free of difficulty, moreover. While psychotherapy is 
uncommon or stigmatized in many of her clients' countries of origin, the author finds 
movement psychotherapy—"a medium more often associated with activities of 
celebration, art and sport" (p. 29)—more readily accepted. 
A case study of a movement therapy group illustrates Callaghan's (1998) 
psychotherapeutic method, as applied to survivors of torture, who suffer the twin stresses 
of the "limbo of exile": "massive loss" and "a long-term sense of transience" (p. 25). All 
participants, 10 men ranging in age from 25 to 41 , were refugees who had been 
imprisoned and tortured in their home countries: Afghanistan, Algeria, Angola, Iran, 
Nigeria, Sri Lanka, the Sudan, and Zaire. English ability varied greatly, but apparently 
no interpreters were present, and nonverbal practice was emphasized. The author charts 
the group's development in stages, over the course of its time-limited schedule of 42 
meetings. Underscoring the men's reproduction in the group confines of "the limbo of 
their lives" (p. 31), Callaghan notes how, particularly through fluctuations in attendance 
or membership, and an ongoing sequence of "disappearances" (p. 31), the group painfully 
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invoked memories of torture and loss. Callaghan observes how "themes of persecution, 
humiliation, loss, isolation and poor self-esteem permeated the process" (p. 31). The 
author also proposes that the therapist working with such a population adjust the 
therapeutic model in order to offer an integrated response to fragmentation. In some 
cases, this means making room for addressing clients' practical and social concerns, as 
well as psychodynamic ones. Among her duties, Callaghan thus combines case-worker 
responsibilities with those of therapist. In this way, the Medical Foundation works to 
avoid partitioning of client alliances. 
Assuming a similarly pragmatic stance with regard to her clients' socioeconomic 
concerns, RMSC Clinical Director Amber Gray (2001) too addresses matters social, 
political, spiritual, as well as psychological in her practice of DMT. Her 
recommendations for work with survivors of torture also emphasize the need for a 
comprehensive treatment approach to counter the high degree of fragmentation 
experienced. Another area of focus is on the restitution of interpersonal relations, with 
the therapeutic relationship an initial site for enacting change. Transformation emerges 
in the Iiminal space of the therapeutic alliance, informed by an innate and essential 
holism: "Recognition that the body is an earthly and sacred site for individual and 
collective human experience facilitates the reintegration and reclamation of body, mind, 
heart, and spirit" (p. 42). 
Like Callaghan, Gray (2001) observes that, given the diverse linguistic 
backgrounds of clients in torture rehabilitation centers, and the inherent problems of 
translation, the nonverbal nature of this modality is especially useful. She stresses the 
need to modify DMT practice toward increased emphasis on protective factors—or in her 
257 
language, "resources," the term she utilizes to refer to "anything that helps a person 
maintain a sense of self and inner integrity in the face of disruption" (p. 35). 
Beginning with the premise that the body is the site of both wounding and healing 
for the survivor of torture, Gray (2001) elaborates a somatic approach to the problems of 
boundary disruption and fragmentation that are central to the experience of such horror. 
For the survivor, she observes, memories held in the body may find expression through 
such symptoms as intrusive re-experiencing, nightmares, dissociation, exaggerated startle 
response, and hyperarousal—defining features of PTSD. She notes, in addition, 
significant movement disturbances that may affect body image, movement repertoire, and 
kinesphere—or the extent of the individual's physical reach. Each of these areas of 
dysfunction suggests correlates at the psychic level, which may be approached through 
physical means—through movement. With the body thus locus of pain and 
remembering, DMT techniques of attuning to the client are deemed relevant to the 
facilitation of recovery among survivors of torture, provided a clear awareness of 
limitations prevails. The manageable pacing, or "titration" of any such intervention is 
critical with this clientele, and is illustrated in a single case study with a 38-year-old 
African woman who makes rapid progress in six months of DMT with Gray. Therapists 
are cautioned, moreover, to "attune and empathize with a client in a nonthreatening 
[italics added] fashion" (p. 35). Since many torturers themselves are masters of 
exploiting attunement in the vicious dismantling of the survivor's boundaries and 
defenses, the dance/movement therapist must modulate all potentially intrusive actions in 
order to avoid replicating triggers. Ensuring safety and helping reconstruct bodily 
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awareness and boundaries are precursors to reintegrating and reclaiming assumptive 




This literature-based study surveys research and theoretical psychosocial literature 
relevant to the sequelae of exposure to war and organized violence, as experienced by 
children and adolescents, primarily from the developing world. Also considered is 
literature pertinent to the therapeutic means available for enhancing these children's 
capacity for psychological recovery and social reintegration in the aftermath of such 
exposure. Central to the project is the imaging of a site for DMT in this vital 
reintegrative process, culminating in a design for a DMT intervention for application with 
a specific population of war-affected children: Dinka adolescent refugees recently 
resettled in a metropolitan region of the United States. 
Subjects 
This is not an experimental study, and has involved no human subjects. With 
regard to the proposed DMT intervention, the subject of the research is not the 
participants themselves, but the theory and method of inquiry utilized in designing the 
project. 
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Procedures for Data Collection and Analysis 
There is apparently no published work that specifically addresses the potential 
role of DMT in the treatment of children exposed to war or organized violence. In the 
absence of such data, this review synthesizes such associated topics as psychosocial 
literature on the affects of war on children with the work of dance/movement and other 
creative arts therapists in the treatment of posttraumatic disturbance, both with children 
and with adults affected by armed conflict. In keeping with procedures typical of 
qualitative data collection and analysis, information gathering has taken place throughout 
an extended research process: One source of information would lead in turn to additional 
sources through reference citations, in a process known as snowballing (Patton, 1990). 
Many armed conflicts over the last quarter-century have taken place in the 
developing world, and a special effort has been made to feature in this survey the 
perspectives of authors from developing countries. Such contributions from parts of the 
world affected by ongoing organized violence or other armed conflict have been 
especially pertinent to this project, since determining the parameters of a therapeutic 
intervention to support children affected by war usually requires mental health 
professionals from the West to work cross-culturally. This study, accordingly, 
incorporates data on mental health interventions from numerous developing world 
contexts. 
Also central are publications emanating from the United Nations and such 
nongovernmental organizations (NGOs) as UNICEF, Human Rights Watch, Radda 
Bamen, and the U.S. Committee for Refugees. Of the utmost import is the so-called 
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Machel Report, Impact of armed conflict on children: Report of the expert of the 
Secretary-General, Ms. Graca Machel: Produced at the behest of the 48 th General 
Assembly of the United Nations, this document includes recommendations related to the 
treatment of war-affected children, and has crucial policy implications for governments 
and NGOs alike. 
Operational Definitions of Terms 
This thesis adopts elements of discourse analysis, as developed by social 
constructionist theorists, some of whose writings are discussed in the review of literature. 
Given that discourse analysis, by definition, involves the mining of ideologies embedded 
in language as a way of highlighting cultural and political biases in social constructions, 
careful attention to terminology is paramount. In this thesis, the following terms are 
utilized: 
Child: The definition of child is problematic in that it must be understood within 
a social, historical, and ultimately cultural context (Apfel and Simon, 1996). In 
accordance with the United Nations Convention on the Rights of the Child, and the 
Machel report, this thesis uses the term child to refer to anyone under the age of 18. (The 
term adolescent is utilized in its common English sense.) Particularly because the 
Pentagon opposes global efforts to ban the military recruitment of children under age 18, 
preferring to set a lower age barrier, the definition of the term child is the field of much 
contemporary political controversy. 
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War: This thesis adopts a broad definition—rather than a legalistic one—of war 
that includes any event involving armed conflict. 
Organized violence: Callaghan (1993) uses organized violence in the sense it is 
used in contemporary geopolitical analysis and in this thesis, as emblematic of outbreaks 
of "politically-motivated harassment and destruction of large sections of a population" (p. 
411) that may be either a strategy of or a substitute for major armed conflict. 
Refugee: The technical legal definition of refugee must be distinguished from its 
common usage as anyone having fled or been displaced from her or his home. The 1951 
Geneva Convention and U.S. immigration law share the notion that refugees are persons 
outside their home country and unwilling to go back there due to persecution or a "well-
founded fear" of persecution on account of race, religion, nationality, political opinion, or 
membership in a particular social group. On the other hand, in formal legal texts, refugee 
further implies completion of a status determination process, and this thesis will not 
follow that usage; instead, here persons meeting the Geneva Convention definition, 
regardless of state designation of refugee status, will be referred to as refugees. 
Unaccompanied refugee minor: Persons under the age of majority, as per local 
law or custom, who lack the accompaniment of a parent, guardian, or other person who 
by law or custom is responsible for them (Ressler et al., 1988). 
The South: Africa, Asia, Latin America, and the Middle East. The term the South 
is widely utilized to describe parts of the globe that may sometimes, and perhaps less 
accurately, be termed non-Western, or Third World. 
The North: Australasia, Europe, and North America, or the countries and cultures 
of "the West." 
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Trauma: Confusion arises in both psychosocial literature and popular discourse 
because the terms trauma and stress are used indiscriminately. Richman (1993) 
problematizes the use of these two words to mean simultaneously the "cause" and 
"manifestation of psychological distress" (p. 1287). Opting to avoid the word trauma, 
given this ambiguity, she utilizes instead a combination of "stressor," or "events that are 
experienced," and "reaction, response [or] distress," which refer to "the emotional and 
cognitive results of these stressors." Her contribution is imitated in this thesis, to the 
extent allowed by the texts under discussion. A "traumatic event" is understood further 
here in terms of exposure to an extreme stressor, and is framed as an external occurrence 
of sufficient intensity and suddenness to overwhelm and defy the individual's capacity 
either to master it or cope with it (Macksoud, 1992). While traumatizing events are 
ordinarily distinguished as those outside the expected parameters of human life—that is, 
external happenings that impinge on normal function—Judith Lewis Herman (1992), in 
Trauma and Recovery, questions the accuracy of this distinction, lamenting the near 
ubiquity of such "traumatic" acts as rape, domestic abuse, and political violence. For the 
children of war, trauma may well be a part of their ordinary landscape—with cruelty, not 
strangeness, its defining feature. 
War trauma: The Machel study discusses matters surrounding war trauma at 
length without defining it, since apparently no official United Nations definition exists. 
An effort is made here to avoid using this common term, given its ambiguity. 
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Outcomes 
This theoretical review of literature supports both a DMT intervention with Dinka 
adolescents, and an inventory of questions to be considered in the development of DMT 
interventions for communities affected by war and political violence. 
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RESULTS 
The results of this thesis are provided here in uncommon form: an abbreviated 
review of die research, including in Table 1, which summarizes the literature regarding 
two divergent approaches to intervention with war-affected children; a program narrative, 
meant to emulate Geertz's (1973) euinographic tool of "thick description" (p. 7); and an 
inventory of questions. Both the set of questions and Table 1 are designed to help the 
program planner—the dance/movement therapist, potentially—to develop an effective 
and culturally relevant intervention for a population of war refugee children in 
resettlement in the North. The questions themselves comprise an open-ended tool, An 
Inventory of Psychosocial-Cultural Interaction (IPSO), which may have a degree of 
transcultural applicability that would be unlikely, were the same issues represented 
instead in a directive format. The IPSCI methodology thus largely parallels that of 
qualitative interviewing, in which open-ended questions are preferred, since they allow 
the surfacing of concerns salient to the respondent (Patton, 1990). The same open-
endedness here is deemed advantageous, as it may help the interested, Western-trained 
therapist to overcome the limitations of an etic perspective. 
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Issues Emerging from the Literature 
The preceding review of psychosocial literature begins by highlighting the basic 
unpredictability of the impact of war and organized violence on children, and proceeds to 
demonstrate types of intervention implemented to enhance the abilities of such children 
to endure, and to regain well-being—individually and in community. A risk factor / 
protective factor model of stress and resilience is applied, and numerous factors are 
considered, relative to children's vulnerability and strength in the face of atrocity and 
deprivation. Experiences seen potentially to influence the onset and eventual severity of 
distress include: displacement and migration; separation from parents and communities; 
proximity to and participation in armed conflict; direct and indirect encounters with 
violence; and developmental stage. The effects of habituation, social support, culture, 
and patterns of socialization and acculturation, as well as symbolization and the 
attribution of meaning to experience are all considered in terms of their capacity to 
protect children from the worst emotional and psychological consequences of war. 
Without doubt, the development of interventions to help facilitate resilience 
among children affected by war or organized violence is a process that involves paying 
attention to the interaction of countless variables. The population and its needs must be 
carefully identified and characterized. Strengths must be assessed, and the cultural 
context taken into full consideration—engaged to the extent possible from an emic 
perspective. Coping behaviors must be appraised relative to cultural norms as well as 
individual experiences. Given the breadth of potential determinants in this process, 
generalizability is scarcely imaginable. There can be no expectation of creating a 
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standard for duplication in settings across the globe. Even an intervention that produces a 
demonstrably positive outcome in its original environment—the Duncan and Kang 
intervention in the community of resettled Khmer refugees in Tacoma, Washington, for 
example (Rousseau, 1995)—cannot be transferred to a new population without 
abandoning the cultural specificity that afforded its value and relevance in the first place. 
There is, thus, no attempt here to elaborate a model program for replication 
elsewhere, as if an experiment to be repeated in the confines of another laboratory so as 
to validate findings. The program design proffered in the pages that follow, instead, is 
acknowledged to be more specimen than exemplar. Informed by the work of cultural 
anthropologists and investigators researching die transcultural validity of PTSD, as well 
as the writings of those who question the colonialist power implications of applying 
Western hypomeses and methods to peoples from developing countries—research 
findings are applied here with the sole aim of refining a particular method of inquiry in 




A Comparison of Characteristics of Conventional Psychiatric and Integrative 
Psychosocial-Cultural Interventions with War-Affected Children 
Conventional Interventions: 
Psychiatric Model 
Emphasis on children as "victims" 
Focus on the individual child 
Child may be segregated from 
community for duration of intervention 
Treatment is triaged 
Identifies symptoms of disorder: PTSD 
Disturbance is an intrapsychic 
phenomenon 
Assumes egocentric identity structure 
Medical model 
Assumes psychobiology of "trauma" is 
universal 
Both disorder and intervention are 
acultural 
Etic perspective 
Intervention is reparative, directed at 
restoring function 
Psychosocial-Cultural Interventions: 
Empowerment and Restoration Model 
Emphasis on children's agency 
Focus on the group, or community 
Child's social reintegration is the core 
of the intervention 
Treatment is afforded entire community 
Identifies coping mechanisms and 
factors of protection 
Distress is collective as well as 
individual 
Allows for sociocentric identity structure 
Holistic model 
Emphasizes cultural differences in 
posttraumatic experience 
Both the expression of distress and 
interventions meant to promote 
resilience and recovery are culturally 
specific 
Perspective that aims to traverse 
"emic-etic divide" 
Intervention is preventive as well as 
reparative, directed at fostering 
resilience 
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DIER Program Narrative 
The community-based, preventive intervention program here described addresses 
a specific population of adolescents—a group recently resettled in a metropolitan area of 
a Western post-industrial society. The clients for this intervention are refugees from the 
ongoing war in the Southern Sudan, arriving in the North after spending a minimum of 5 
years in the Kakuma refugee camp in Kenya. Most of these young refugees have endured 
a thousand mile ordeal on foot over the course of a decade. They have witnessed 
numerous killings and other acts of violence and terror, some directed at family. At some 
point in their lives, extreme deprivation has brought most of them to the brink of 
starvation. As with the entire population of some 3,800 young Sudanese resettled in 2000 
and 2001 in the U.S.—the nation's largest ever resettlement of unaccompanied refugee 
minors (Corbett, 2001)—fewer than 10 percent of these young people are female. 
In the course of conducting the research for and writing this thesis, I was 
simultaneously engaged as a part-time intern—designing and implementing this program 
for a community of slightly more than 100 South Sudanese adolescents residing in the 
Philadelphia, Pennsylvania (PA), metropolitan area. These young people, ranging in age 
from 13 to 25, and for the most part enrolled in public secondary schools, had been 
resettled under the sponsorship of Lutheran Children and Family Services (LCFS). 
Under LCFS's auspices, this psychosocial intervention program, known as the Dinka 
Initiative to Empower and Restore (or DIER, which is the Dinka word for dance) was 
launched in October 2001, and served a Sudanese refugee community that is about 98 
percent of Dinka tribal origins. Beyond LCFS support, DIER benefited as well from that 
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of the Zion Mennonite Church of Souderton, PA, and the national refugee resettlement 
and advocacy organization, Lutheran Immigration and Refugee Service. The 
dance/movement therapy education program of MCP Hahnemann University in 
Philadelphia, as part of the institution's clinical internship program, provided ongoing 
professional supervision to me as DIER's coordinator. 
Research shows that, while the psychosocial sequelae of exposure to the stressors 
of war and organized violence can be severe, most children survive war and flight 
without serious psychological disturbance (Cairns & Dawes, 1996). As a health 
promotion project, DIER aimed to reach the entire community of young South Sudanese, 
without regard to disability. The goal was to provide culturally relevant group activities 
for young refugees, who as individuals may have presented with diagnosable disorders, 
sub-clinical mental health concerns, or no discernible psychosocial problems whatsoever. 
Instead of separating children with perceived disorders from the group, the continuity of 
which sustains identity structure in the African sociocentric environment (Okeke et al., 
1999), the cohesion of the group itself was engaged for its reparative capacity. As such, 
the project's main objectives involved fostering resilience and healthy, adaptive 
development, rather than diagnosing mental disorder in Western terms—an action that 
would likely have effected a schism, increasing the chances of marginalization (Hicks et 
al., 1993). 
For Southern Sudanese youths—singled out in the Machel study for their 
extraordinary resilience in the face of horrific adversity—a prevention strategy with 
emphasis on fortifying "group and individual capacity to cope with stressors" (Ajdukovic 
& Ajdukovic, 1993, p. 847) proved an especially suitable one. Such a plan may be all the 
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more important, given the findings by Sack and colleagues (1999) of significant potential 
for delayed onset of PTSD: Refugee children of war not presently suffering disturbance 
may potentially begin to do so at some unknown date. Indeed, in promoting "adjustment 
mechanisms" through a program of creative arts activities, sports, and scouting, RSdda 
Bamen (1994), utilized a parallel prevention approach with these youth in the Pignudo 
refugee camp in Ethiopia, and afterward at the Kakuma refugee camp in Kenya. The 
agency had initially implemented a Western-styled treatment program, but abandoned it 
later as inappropriate. While no empirical data is available to demonstrate effectiveness 
of these prevention programs, anecdotal support confirms their value (Tefferi, 1996). 
As suggested in the review of literature, moreover, these camp interventions fare 
well when evaluated against Cowen's (1982; Williams, 1991) three structural 
requirements of an effective primary prevention program. DIER compares well, too, 
meeting all three Cowen criteria for success; the LCFS-sponsored project was: (1) "group 
oriented; (2) targeted to a group without "significant maladjustment," while risks of such 
problems (not an exclusionary criterion, according to Cowen) were certainly present; and 
(3) built on the foundation of a "solid knowledge-base" (p. 207). Although I may lack 
sufficient knowledge of the Radda Bamen program to legitimately assess its basis in 
research, the literature reviewed above certainly supports the Philadelphia area program's 
overall preventive intervention strategy. Indeed, as Boothby (1996) asserts, programs 
targeting the needs of war-affected children from developing countries may be successful 
to the extent that they forego "conventions of Western diagnosis" and concentrate on 
matters of "social adaptation and functioning" (p. 161). 
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The preponderance of evidence considered in this review of literature shows that 
children of war may be usefully encouraged to represent their feelings and thoughts, to 
symbolize their experiences of rupture and potential restoration, through means that are 
syntonic to their culture. The DIER program provided just such culturally specific 
opportunities for personal expression, and within a collective context. Ethnographic 
research into traditional Dinka culture indicates that dance is the culture's central artistic 
vehicle for creativity (Radda Barnen, 1994). Along with other important aesthetic 
ventures—poetry recitation, singing, drumming, dream telling, and the carving of bull's 
horns—dance may be considered pivotal to fostering among the Dinka the experience of 
identity in sociality. With traditional dance performance its defining activity for the 
participants, DIER thus afforded an authentic experience of Sudanese cultural immersion 
for young people charged with the daunting task of acculturating to a post-industrial 
society with vastly different values, and a previously unforeseen way of life. This plan 
was in accordance, moreover, with Berry's (1991) suggestions regarding adolescents' 
especially high susceptibility to marginalization, and the need for acculturating refugees 
of this age to have opportunities to engage both the host culture and the culture of origin. 
DIER consisted of an ongoing series of 2-hour workshops for children to perform 
the dances and songs they had brought with them from Africa. Some 18 sessions were 
slated over the course of an academic year in each of two locations—the LCFS offices on 
North 63rd Street in the West Philadelphia neighborhood that is home to about half of the 
youths, and the fellowship hall at Zion Mennonite Church, in Souderton, PA—a central 
meeting point accessible to about 40 youths who live in small towns north of the city. An 
analysis undertaken in early April 2002 of attendance patterns among the 95 youth within 
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commuting range of the two sites discloses that 72 had attended at least one session: 36 
in Philadelphia, of a possible 56 for the fall, and 53 for the spring; and 39 in Souderton, 
out of a possible 39 for the fall, and 42 for the spring; with a group of 3 siblings attending 
in both locations due to their household's moving from the former to the latter site in 
early March 2002. Average attendance increased from 8 to 15 in Philadelphia between 
the fall and the spring, and from 14 to 28 in Souderton over that same period—boosted 
slightly by the aforementioned family's transfer, and, no doubt, by an incentives program 
that inadvertently coincided with the siblings' move. Of the 10 female Sudanese— 
equally divided between the Philadelphia and Souderton communities—spring attendance 
averaged over 80 percent; male attendance in percentage terms was but about half that 
number for the same time period. 
For the most part, sessions were unprogrammed opportunities for the youths 
themselves to organize dancing and drumming. From the outset, in coordinating DIER, I 
determined not to assert a form, not to attempt to control the use of time and space. 
Instead, the youths were presented the challenge of teaching me about their dances and 
their culture. Rather than offering the role of passive consumer of an intervention, this 
improvisatory arrangement supported the overriding goal of fostering resilience through 
empowerment and collective action. 
Occasionally, particularly in early weeks when relationships were just beginning 
to take shape between the participants and myself, I would choose to initiate an activity 
from the repertoire of dance/movement therapy actions employed among children and 
adolescents in other settings. The South Sudanese particularly enjoyed, for instance, 
games involving use of a parachute, the circular form of which drew those assembled 
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together in a way that facilitated group comfort and trust. The cohesiveness of focus that 
would evolve with the parachute likely amounted to a consequence of the fact that, in 
encircling it, all participants could see everyone in the group at once (Schmais, 1981). 
Perhaps more important, the circle itself reiterated the familiar shape of many traditional 
Dinka dances. Through games in which an oddly textured ball would be passed around 
the parachute from one participant to another, group dynamics, and comfort with levels 
of personal disclosure within the collective were assessed. When propelling the ball to 
the person of choice, each roller would ask a question, framed in terms of a feeling. 
Certainly, the child receiving the ball had the option of "passing," but virtually no one 
chose thus to remain silent. Answers were voiced, if reluctantly at times, including to 
questions about experiences of sexuality—on occasions when only males were present— 
or about personal tragedies, or their feelings upon arrival in a new and very foreign 
environs. It quickly became apparent how open these adolescents were to engaging as a 
group in new activities, and how earnestly—by comparison with age peers socialized in 
the U.S.—they would invest themselves in the requirements of form. In addition, the 
thoroughness of some of the youths' responses in the game may be indicative of the 
noted tendency among the Dinka people to utilize thorough discussion of sociopolitical 
matters as a coping device in the context of war (TefFeri, 1996). Thus, in October 2001, 
youths in both locations were to question a peer, "How did you feel when the World 
Trade Center was destroyed?" Events in the host country had thrust into question its 
status as a safe haven, while perhaps triggering among the youths a collective "flashback" 
of early atrocity. Indeed, there was a heightened awareness in the community at this time 
that Osama bin Laden, popularly deemed the mastermind behind the attack, had 
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previously resided with factions of the Northern Sudan that had attacked the children's 
own home villages. 
The group's dynamics and sense of collective agency was especially manifest in 
the way that its members organized dancing. A drum of Ugandan origin and a set of 
drumsticks, both brought in by me, were the only objects utilized in DIER's core activity, 
and these were placed actually and symbolically at the center of the process. Drumming 
is a constant during Dinka dance, and is for the most part extremely forceful and 
vigorous—to a degree that occasionally meant replacing broken drumsticks. The 
physical requirements of drumming were such that no one in the group had the stamina 
needed to drum on his or her own throughout the duration of a session. As a result, there 
was a constant shuttling in and out of drummers. Usually this was managed by the group 
in such a seamless flow that the drumbeat was seldom lost, and the dancing continued 
without break. Within this unequivocally sociocentric order, almost everyone had an 
opportunity to drum at some point in the course of a gathering. 
While in Africa, only males drum, in the West Philadelphia group females began 
to assert their interest in the role of drummer. This evolution, coming well beyond the 
halfway point in the program, potentially suggests an increasing degree of acculturation 
on the part of the young women—and perhaps of the young men, as well, in acceding to 
change. Traditionally, gender roles in the dancing are apparently strictly defined. While 
there are important variations from one region of the Southern Sudan to another, women 
generally assume a more deferential stance. In the Souderton group, which on the whole 
represents one particular region of the Sudan, women sat at the sidelines and would 
deliberately ignore the crews of 3-5 men whose group courting behavior involved 
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vigorous gesticulating, standing very close to the woman in question, chanting poetry to 
her loudly—all in competition with other male cohorts also vying for her attention and 
approval. Once her selection was made, a nod from this ostensibly reluctant young judge 
sent the victorious team of young men leaping high into the air in a celebration of their 
collective prowess. Soon afterwards, the little throng would form a semi-circle around 
the woman, and each of them would jump up and down in a rhythmic pattern, joining all 
those assembled traveled in a counterclockwise orbit around the drummer. This basic 
constellation formed and dissolved over and over again in the course of a session. Big, 
powerfully ecstatic bursts on the part of the young men, and expressions of diffidence 
from the women, were followed by fairly measured—though still vigorous—circling by 
everyone to a constant pulse. What appeared at first as unison movement, in fact, 
allowed for a subtle range of individual expression. Moreover, virtuosity seemed 
treasured, just as the height of a leap suggested to all present the measure of a man. 
At about the same time in the course of the program year that the young women in 
Philadelphia began drumming, at the other location there was a parallel incursion of 
gender role reversal. During one of the formations, a small cluster of women formed a 
semi-circle around one of the especially virtuosic young male dancers. While the women 
vocalized behind him in decidedly "male" chants, he danced alone, fully and respectfully 
performing a woman's role, prancing forward in the conventionally proscribed orbit, and 
with the slenderest of smiles on his face. 
As among the Ubakala, apparently, DIER afforded a degree of playful 
improvisation that overturned temporarily the society's usual hierarchies of power. A 
liminal potential for communitas as social change was thus embedded in the performative 
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moment (Turner, 1977b). Extrapolating from Hanna's (1978) contribution to the 
ethnology of African dance, as cited in the literature review, this gender role reversal is 
apparently indicative of the dance form's psychotherapeutic function in the culture as a 
mechanism of collective psychic management. 
In DIER, the dancing itself would stand as something of a surrogate for the 
culture as a whole, a part that represented the entirety and was grounded in a ritual order 
that repairs "psychic distress"—for the individual and the social group—through the 
medium of the body. The ritualized form itself provided the therapeutic "container" for 
the participants' anxieties and emotions. Typically in DMT, as practiced in "egocentric 
cultures" (Shweder & Bourne, 1984), it is the function of the therapist to define 
"boundaries," particularly among survivors of "trauma." Dance/movement therapists 
working with abused children (Weltman, 1986; Goodill, 1987), appropriately, introduce 
notions of "personal space" and "territory" that enable these children to begin to gain an 
enhanced sense of control over their bodies within the safety of a therapeutic contract. 
With DIER, however, the group created its own container and the therapist's role was one 
of facilitator: While manifesting to the extent of my abilities the presence of a 
consistently caring adult, I worked fluidly to ensure that conditions were in place for 
what Englund (1998) refers to as the "regaining of sociality" (p. 1176). This role, 
informed as much by the writings of anthropologists as those of Western psychology, was 
born of a conviction that healing itself is a function of the community's capacity for 
social cohesion. The desired "corrective emotional experience" was that of the 
cohesiveness innate in the timelessly holistic culture itself (Eisenbruch, 1991, p. 675). 
Revisiting the culture of origin through even occasional forays into traditional dancing 
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and drumming thus opened the possibility for the liminal experience that is at the core of 
regeneration—for individuals and community alike engaged in a daunting acculturative 
process. 
When addressing participants, I thus referred to myself, not as a 
"dance/movement therapist," but as a "dancer and student counselor." This choice of 
title helped avert linking DIER with the shame that the community associates with 
Western mental health interventions. Assuming the title of "therapist" would risk 
invoking a stigma that might undermine participation in an activity, otherwise far from 
stigmatized. In fact, in the course of DIER, I came in contact with but a single young 
Dinka who claimed not to know "how to dance"—a commonplace complaint from U.S. 
adolescents uncomfortable with DMT. Rather than avoiding participation, the vast 
majority of young Sudanese embraced the opportunity to engage in a revitalizing activity 
that helped them transcend in the oneness of their bodies, minds, and spirits the vast 
geographic and conceptual expanse between Philadelphia and the Southern Sudan. 
An Inventory of Psychosocial-Cultural Interaction 
The set of questions that follows is designed for consideration by the 
dance/movement therapist engaged in developing an intervention for resettled children of 
war from a developing country. It may not be feasible or even desirable in planning an 
intervention to find data needed to answer all of the IPSCI's questions. Nonetheless, they 
may prove helpful to the therapist with a commitment to "scientific-mindedness" who 
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wishes to avoid ethnocentric bias by developing and testing hypotheses about treatment 
interventions for culturally different groups (Sue, 1998). 
Assessing Survival 
Recording a survival narrative, rather than a trauma narrative may yield important 
results. 
• What is the political and socioeconomic background of the client group? What 
"country conditions" precipitated the client's flight, whether alone or as part of a 
mass exodus? 
• Is there an assumption regarding the children's vulnerability as "traumatized" that 
may arise more from bias regarding anticipated pathology than from informed 
analysis of data? 
• If these clients survived atrocity without severe psychological sequelae, what 
mediating or moderating influences may have protected them? Can you identify a 
constellation of social support, coping style, and other protective conditions? If 
so, how can you build on those supports in fostering resilience? 




• Is the host culture making demands that the children give up something from their 
home culture? 
• Does the proposed intervention provide occasions for the clients to engage 
practices from the culture of origin? What opportunity is there for clients, 
especially adolescents, to engage both the culture of origin and the host culture? 
• What is the community's experience with Western mental health practice? Is 
there stigma associated with this practice? 
• What are traditional mental health practices in the culture? Is it possible to draw 
on traditional practices? How might you adapt Western practice to incorporate a 
more traditional understanding? Does such adaptation dilute effectiveness and/or 
undo the value of the intervention by desacralizing tradition? 
• Do clients present with such somatic symptoms as headaches, body aches, 
stomachaches, sleep difficulties? How do you assess these problems? 
• Do clients experience nightmares? How do they interpret them? Is there a theory 
of dream and nightmare in the culture of origin? What is the part of ancestors in 
that theory? Are there ritual requirements in the culture related to certain dream 
experiences? 
• How might the proposed intervention maximize clients' potential for self-
determination without imposing values of individualism? 
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Culture of origin 
• How does the proposed intervention demonstrate respect for the child's culture of 
origin? 
• Is identity structure in the culture of origin sociocentric or egocentric? If 
sociocentric, as in most of the developing world, have rituals and other 
mechanisms for sustaining sociocultural cohesion been disrupted? 
• How can fragmentation be addressed in a way that creates conditions for 
regaining sociality? What are the traditional processes of social reintegration 
after conflict? 
• Does the culture consist of a unified tradition, or are there competing traditions 
operative within the lives of its people? Are there competing religions, or is there 
perhaps religious syncretism? 
• How is the self understood in the culture of origin? Is it bounded by the 
individual body or framed in a group? Does it incorporate the ancestors, the land, 
the cosmos? How can self-awareness be furthered in this context? 
• How is childhood understood in the culture of origin? Is there a rite of passage 
that brings childhood to a close? Is there a concept of adolescence? Is it 
desirable, in designing an intervention, to suspend etic perspectives on childhood? 
• What are the culture's child rearing practices? How might these affect 
vulnerability and/or resilience in the context of war and deprivation? Do peers 
play an important socialization role? 
• Are there traditional rites of passage? If so, have the clients experienced them? 
282 
• How are gender roles learned and sustained in the culture? 
• Within the culture, is mind a function of the body and vice versa? If so, how is 
that holism manifest? Is what we term in the West "psychological distress" 
apparent in the body, i.e., in "symptoms"? 
• Are there rites within the culture that physicalize or symbolize the sanctity of this 
union of mind and body, as part of "a continuum of the natural world"? (United 
Nations, 1996, Par. 174) 
Meaning and Symbolization 
• How do you encourage children as agents capable of self-determination? 
• What part did cultural and personal attributions of meaning play in the children's 
survival? Developmentally, are the clients capable of symbolic thought? How do 
capacities for problem-solving interact with fantasies of intervention, or 
ideological thinking, or altruistic tendencies? 
• Is ideology—political or religious—a potential source of psychological or 
emotional strength? How can you encourage development of this strength 
without fueling factionalism? 
• Would it be helpful to try to engage children's "inner plans of action"? (Pynoos 
& Eth, 1986) Is verbalization necessary? Would it be possible to marshal that 
creative fantasy nonverbally? 
283 
Dance in the Culture of Origin 
• How does dance function within the culture? Is it sacred? Does dance provide a 
structure for liminality? Is there a place in dance for transgressing usual 
hierarchies? Does dance play a role of psychic management in the culture as a 
whole? 
• How are gender roles reflected in dance traditions and in other movement? 
• What is the role of the ancestors in the dance? How are dances learned? 
Assessment 
• Are individual assessments culturally appropriate? 
• Is it possible and advisable, in the course of assessment itself, perhaps in a group, 
to normalize distress through psychoeducation regarding "normal responses to 
abnormal events"? 
• Do clients engage in risk-taking behaviors or repetitive play? 
• Are clients acting out aggressively in ways that diminish capacity to function? Or 
are they withdrawing from social interaction? 
• Where are the clients situated with regard to Berry's (1991) phases of 
acculturation: predeparture, flight, first asylum, claimant period, settlement 
period, and adaptation? 
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• A period of disappointment often sets in during the claimant or settlement period; 
is that the case, and how can the resultant risk of marginalization be minimized 
through the intervention? 
Reparation 
• In individual consultations (Straker, 1987), is it possible to draw on the child's 
concern for others in the community as a way of stimulating self-healing 
symbolizations? 
Sustainability 
• Is there a plan to incorporate the client community's emic perspectives into 
processes for defining and evaluating programmatic success? 
• Is there a plan for the intervention's sustainability? How can broader community 
support be mobilized in support of the intervention and its goals? 
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DISCUSSION 
Grounded in the discourse of Western psychology, dance/movement therapy may 
yet prove unusually well suited to addressing the needs of children affected by war and 
organized violence, who for the most part come from countries of the developing South. 
Although little tested in this field of transcultural intervention, DMT is predicated on a 
fundamental integrity of mind and body. This same holism is at the core of most of the 
indigenous cultures of the developing world—a number of which themselves have 
survived threats of eradication in recent years. 
There can be no doubt that vast numbers of children are affected by war and 
political violence, and in profoundly disturbing ways. Warfare killed an average of 
200,000 children each year in the 10-year span beginning in 1986 (United Nations, 2000). 
During the 1994 genocide in Rwanda, more than 60 percent of that nation's children 
suffered threats of death, according to an extensive survey there (Chauvin et al., 1998). 
With the refugee population growing to virtually one person of every 100 people on the 
planet (Summerfield, 2000), and half of that sum children (Richman, 1993), millions of 
young people across the globe struggle with the effects of poverty, repression, disease, 
and dislocation, as well as armed conflict. Indeed, coping with a multiplicity of stressors 
on an unpredictable and repeating basis may be the definitive situation for the child of 
war. 
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Without denying the enormity of emotional distress hidden behind these sobering, 
almost unfathomable statistics, the preponderance of psychosocial evidence would 
suggest that a large majority of children exposed to the brutally extreme stressors of war 
and organized violence survives the experience relatively unscathed, in psychological 
terms (Cairns & Dawes, 1996). It appears, in fact, that the association between exposure 
to stressors in the context of war and organized violence, and subsequent emotional or 
psychological disturbance is an entirely differential one. While some children develop 
mental health problems as a consequence of exposure, others, and in much greater 
numbers under most circumstances, experience more adaptational outcomes 
(Papageorgiou et al., 2000). 
Psychologists examining the conscious and unconscious strategies by which 
children withstand such adversity by and large adopt the notion that resilience is the 
product of a number of tangible and intangible protective factors. Patterns of 
socialization within the culture of origin; access to a caring adult; community support; 
and a capacity to attribute meaning even to devastating events—such factors may work 
together to facilitate a child's endurance. This "multidimensional approach" (Rousseau, 
1995) to understanding the interplay of stressors and support which make up children's 
experience of vulnerability or resilience implies, in turn, that interventions may address 
either side of the risk factor vs. protective factor equation. In other words, in attempting 
to support the well-being of war-affected children, it may be possible to counter the 
effects of stressors by treating the symptoms that emerge as sequelae to those exposures. 
Or, taking a different tack, it would be possible to enhance children's capacity to survive 
the threat of exposure by working to minimize that threat—altering the environmental 
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conditions, including the proximity of violence, for example—or by pursuing more 
conventional mental health promotion measures, that is, through primary prevention. 
Withstanding the worst effects of witnessing atrocity and undergoing uprooting 
from their homes is thought to require children to "integrate" (Rousseau, 1995, p. 316), or 
make sense cognitively and affectively, of what they have endured and may still be 
enduring. Thus, interpreting the events around them has important implications for a 
child's physical and psychological well-being. Engaging children's imaginative 
faculties, Pynoos and Eth (1986) ask those who have been witness to violence to explain 
not only what has happened but how they would like to have responded in the situation. 
In thus eliciting children's "inner plans of action" (p. 310), the authors—and others, 
including the Sanctuary Counselling Team in apartheid South Africa (Straker, 1987), 
who utilized this technique effectively—have enabled the sharing of otherwise 
suppressed fantasies of averting catastrophe or lessening its effects. Such work with 
fantasy is shown to help defend the child from serious psychological damage, and 
suggests the value of interventions that emphasize children's symbolic representations— 
in this case, of imagined sources of protection or strength. 
Researchers in other parts of the world, most notably the Middle East, see a 
corresponding protection afforded by ideologically informed attributions of meaning. 
Punamaki's (1996) work shows that Israeli children who understand their hardships in 
sociopolitical terms, through the force of ideological allegiance, tend to experience fewer 
negative consequences of the war environment. The ability to take action, and to assume 
control over one's life may be itself a consequence of the capacity to attribute meaning to 
a situation—whether as political conviction or revenge fantasy. Such attributions, of 
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course, imply attainment of a level of development that allows for symbolic thought. For 
children at earlier developmental stages, exposure may prove more problematic. 
Children's capacity to imbue events around them with meaning, and hence to assume an 
active role in symbolizing aspects of their experience, provides an important entry point 
and rationale for arts therapy interventions. For the creative arts therapist, attuned to 
working in symbolic forms, the option of supporting the mental health of children of war 
through preventive interventions designed to strengthen this protective capacity is 
especially apt. 
It should be noted that approaches to intervention with children who have 
experienced exposure to such extreme stressors as massive violence vary considerably. 
In large part, this is due to die controversy that exists among therapists and psychological 
researchers as to the definition and character of "trauma." The PTSD construct that has 
been the standard of psychiatric practice since its inception in the APA's DSM-III in 
1980, is characterized by a range of symptoms in three clusters—intrusive recollections, 
avoidance/numbing, and hyperarousal. Although these symptom clusters were first 
identified in survivors of war, and the catastrophic violence of the Holocaust and the 
bombing of Hiroshima (Gersons & Carlier, 1992; Van der Kolk, 1996b), numerous 
psychologists and researchers who work with survivors of organized violence from the 
developing world challenge application of the diagnosis in their settings. Writing from 
India, Chakraborty (1991) calls PTSD "a culture-bound syndrome" (p. 1205) experienced 
only by people from the North. It may not be necessary to accept as fact Chakraborty's 
wry inversion of APA taxonomy in order to appreciate the significance of her broader 
analysis. The universalist assumptions of post-colonialist culture, even those of 
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psychobiology, come steeped in an unacknowledged ethnocentricity that potentially 
undermines their validity. Indiscriminately applying the constructs of theDSM—which, 
as Eisenbruch (1991) accurately points out, is an "artifact" of a particular culture— 
without regard to ethnocultural considerations is entirely suspect. This is particularly so, 
given evidence of ethnocultural variation in presentation of the avoidant/numbing 
symptoms that go into defining PTSD as a disorder (Friedman & Jaranson, 1994). The 
premise behind Peltzer's (1998) pioneering endeavor to "ethnoculturally construct" (p. 
17) PTSD among two differing African populations is thus instructive here. Until 
diagnostic instruments for PTSD can be validated wiuiin a particular population group— 
especially one coming from a culture with such a different ethos from that in which 
psychobiology was invented—it would be wise to forestall diagnosing the disorder within 
that group and thence prescribing treatment for it on such illusory grounds. 
Although itself a cultural artifact, Eisenbruch's (1991, 1992) "cultural 
bereavement" is a construct that usefully traverses the "emic-etic divide" (Silove & 
Kinzie, 2001) between cultures that PTSD has yet to prove fully able to cross. 
Specifically addressing the refugee community's experience of catastrophic loss in the 
aftermath of war and uprooting, cultural bereavement as a diagnostic concept 
successfully places the understandings of refugees themselves at the center of the 
diagnostic process. As such, it affords the therapist engaged in transcultural interactions 
a valuable model for incorporating into therapeutic practice both refugees* concepts of 
their existential situation and their culture's reparative knowledge for helping them cope 
and recover. 
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A few other alternatives to the PTSD model for framing the psychosocial impact 
of war and organized violence afford similarly valuable contributions to engaged and 
enlightened therapeutic practice with children of war. Straker (1987), under apartheid, 
and Basoglu (1992b) from the perspective of Turkey's repression, insist that post-
traumatic stress is a misnomer, since exposure to extreme stress is a continuing fact of 
life for many peoples in situations of ongoing terror and organized violence. Writing 
from El Salvador, just prior to his assassination by a right-wing military government, 
Martin -Baro (1994b) differentiated his construct of "psychosocial trauma" from that of 
PTSD. Rather than a disorder residing in an individual, psychosocial trauma is a 
consequence of the "normal abnormality" (p. 125) of dehumanizing and exploitative 
social relations that persist in a context of organized violence and oppression. Resolving 
psychosocial trauma, thus, requires treatment not of isolated individuals, but of those 
"traumatogenic social structures" (p. 124) that sustain war and its chronicity. 
Affording centrality to the social dimension of psychosocial disorder thus enables 
these authors to confront political inequities, including socioeconomic disparities 
between North and South, which contribute, in turn, to the relentlessness of armed 
conflict, and hence to widespread emotional and psychic disturbance. Numerous 
psychological theorists and therapists working with war-affected populations reiterate 
and amplify such commentary on the inadequacy of PTSD, in part for reducing to an 
individual "intrapsychic" rank political conflicts of serious sociohistorical moment 
(Friedman & Jaranson, 1994). A team of Chilean therapists in the context of Pinochet's 
repression thus envisions its Kleinian orientation from a standpoint of political 
engagement, and furthers this discourse in the process with a call for "social reparation" 
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to counter the psychosocial legacy of structural violence (Becker et al., 1990). This 
merger of sociopolitical conviction in the face of tyranny with psychoanalytic 
interpretation of the need for Chile's psychic repair persuasively argues for the 
psychotherapeutic benefits of social justice itself in a setting long torn by poverty and 
organized violence. 
Implicit in the Chileans' agenda, and more explicit in that of a number of social 
constructionist writers, is the desire to deconstruct, if not entirely obliterate, Western 
psychology's tendency to define even enormous social problems as individual 
pathologies (Boyden, 1994). In the aftermath of armed conflict, properly returning 
investigative and therapeutic emphasis to social matters leads to a prioritizing of social 
restitution and rehabilitation (Bracken et al., 1995). Interventions of this kind are 
preferred in such situations of violence and devastation, especially in cultures where the 
identity structure is sociocentric, rather than egocentric, as in the North (Shweder & 
Bourne, 1984). 
In cultures, as throughout Africa and much of the South, where individual 
interests are routinely subordinated "to the good of the collectivity" (Shweder & Bourne, 
1984, p. 190), the disruption of social cohesion is the terrible analogue of massive 
violence. Reparative processes in the wake of such rupture necessarily focus on 
reconstructing social order. Generally holistic as well as sociocentric, the indigenous 
cultures of developing countries partake of an ethos in which, as the Machel study states, 
"body and mind are perceived as a continuum of the natural world"' (Par. 174). Armed 
conflict may thrust upon such a society not only social disintegration, but fragmentation 
of an utter oneness of body, thought, emotion, and spirit. Given the dualistic Cartesian 
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belief system on which the sciences of the North, including psychology, are predicated— 
from the disengaged etic perspective of conventional psychotherapeutic intervention, 
there may be scant recognition of the implications of such violent rupture on the peoples 
of the South. 
In such contexts the appropriate, culturally syntonic remedy is not the 
management of intrapsychic anxiety through Western psychotherapeutic intervention, 
but, as anthropologist Englund (1998) succinctly puts it, "the regaining of sociality" (p. 
1166). Whereas in the North, the self is defined and bounded by the individual body, this 
notion of selfhood is rare in the South (Chakraborty, 1991). In cultures such as those in 
much of Africa, the boundaries of the body are, instead, permeable, enabling seamless 
connection with others, with the land, the ancestors, and the cosmos (Okeke et al., 1999). 
Rituals designed to repair and revitalize this unbroken participation with the social and 
natural realm, thus, are body-oriented and non-discursive; rather than representing 
realities in some removed, "essentialist sense" (Englund, 1998, p. 1166), these 
performative rituals are physically immediate enactments on the living body of the 
people. 
Investing this ritual process with an extraordinary transformative potency is 
Turner's (1976, 1977a) analysis of society as a process that involves meaningful 
fluctuation between structure and anti-structure, or communitas. In this view, societies 
create rituals that may transport celebrants to the very margins of ordinary life, carrying 
them across its portal to a liminal space of pure communitas, the otherworldly site of a 
social bond that defies understanding. Ritual thus ensures not so much social cohesion as 
social enchantment. Liminality is the very center here: the period at the threshold of 
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being, where the subjunctive revokes the indicative tense, and playing "as i f sparks 
possibilities for subversion and social change. It is through access to the liminal that 
collective, holistic cultures encounter the sacred, contact the promise of restitution and 
reintegration. In the ritual province, brokenness of body and spirit may be healed, 
reunified. Before returning to a revivified daily sociality, soma and psyche are annealed 
again as one resilient alloy. 
Creative arts therapists, and others seeking ways to promote social re-aggregation 
of the sort described by Turner (1977a)—as the final phase of a tripartite ritual structure, 
following separation and liminality—appropriate his radical rethinking of ceremonial 
transformation. Johnson and colleagues (1995), for example, in consciously developing 
rituals to create a liminal site of reintegrative possibility for PTSD-diagnosed veterans of 
the U.S. war in Vietnam, deliberately avoid reliance on merely intrapsychic models of 
psychic recovery, and promote engagement with social defenses instead. Thus, therapists 
from the North, practicing modalities that recognize the mind and body as one, mine the 
ritual order as a revitalizing source of inspiration and renewal for clients from the South 
suffering from the effects of massive violence (Zwart, 1998). Woodcock (1995) 
deliberately seeks "liminality" through the restitution of indigenous calendrical rituals for 
refugee families in London, both suffering displacement and recovering from experiences 
of atrocity in their homelands in the developing world. His inherently collaborative 
approach, in broaching the emic-etic expanse between the cultures of client and therapist, 
promotes social reorientation in an alien environment. 
The need for sociality, for rejoining the world of others, in the context of severe 
disturbance consequent to exposure to the extreme stressors of mass violence, is often 
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hampered by an experience of psychic numbing, or alexithymia—a classic PTSD 
symptom. The withdrawal from social interaction that is a common correlate of this 
experience challenges all attempts at social restoration, and hence, recovery itself. 
Alexithymia further hinders psychotherapeutic interventions that utilize verbal processing 
as a means of integrating "traumatic memories" (Johnson, 1987, p. 8). Van der Kolk 
(1996b), in response, posits utilization of creative arts techniques as an alternative 
"language" (p. 195) that may successfully overcome the disadvantage inherent in the 
sufferer's difficulty conveying feelings in words. Advocating a therapy that is at once 
"mindful" of the present and engaged in advancing conditions for the creation of 
"symbolic representations of past experience" (p. 205), he infers a path for reunifying 
body with mind. The renowned authority on posttraumatic treatment suggests that 
mindfulness and symbolization—related to identifying "triggers" to intrusive 
recollections of the inciting incident—are necessary precursors to restoration. In the 
absence of such reparative processes, there is an increased risk of somatic problems and 
addictive behaviors (Johnson, 1987), with the former an especially likely outcome in the 
South and the latter in the North. 
War-affected children may experience comparable impediments to verbal 
expression, or may avoid discursive processing as culturally dystonic. Artistic means that 
are culturally syntonic offer children opportunities, nonetheless, to represent their 
feelings, and may help bring "coherence in their inner worlds" (Rousseau & Heusch, 
2000). Surveying briefly some of the case material documented in this thesis may afford 
a useful perspective on various reparative approaches to the interplay of symbolization, 
the verbal, ritual, and recovery among young individuals from disparate regions of the 
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world affected by war, organized violence, or—in the sole U.S. example—childhood 
abuse. 
The therapeutic interventions employed with Paulo, Tomas, the daughters of 
Chief Sipho Masela, Mohammed, and "Sandra," represent a range from discrete cultural 
fidelity to bicultural syncretism. Paulo's father, a traditional healer in rural Mozambique, 
invents for his young son, upon the boy's homecoming from the ranks of RENAMO, an 
emboldening rite to symbolize rupture with an undoubtedly horrific past (Honwana, 
1997). The child performs in a necessarily active and full-bodied way his escape naked 
from a burning hut—an act that represents leaving a life of terror behind him for good. 
For Tomas, also a survivor of the Mozambican civil war, the NGO Children of War 
creates the conditions for his personal restoration (Boothby, 1996). Techniques of 
sociodrama, originating in the North, give Tomas permission to direct his peers in a 
staging of the events surrounding his family's massacre, which he had witnessed at age 6. 
Afforded in this dramatization process an occasion for agency and symbolizing, the child 
discovers resolution of his feelings of guilt and grief, and begins to accept the nurturance 
of an adult volunteer in the program. Straker (1994a) similarly introduces Western 
psychotherapeutic process into the context of apartheid South Africa with the daughters 
of Chief Sipho Masela. Her work amounts to psychological syncretism, as she fuses 
psychodynamic methods of dream interpretation with those of the local African culture, 
and arrives at a reconciliation of traditions that effectively serves her young clients' need 
for symbolic meaning. At De Vonk, Holland's treatment center for refugee survivors of 
atrocity, an inverse situation is operative for Mohammed, as Zwart and Nieuwenhuis 
(1998) draw from African traditions in producing their own style of psychological cross-
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fertilization. The therapists collaborate with the 20-year-old West African in devising a 
ritual for taking leave of his murdered family members on the first anniversary of their 
deaths. Like the ceremonial enactment itself—the stone that Mohammed has worked, 
then buries to be taken by the sea and thus washed home to Africa, makes palpably 
concrete the symbolism of separation from and metaphoric reconnection with his people. 
Finally, in the U.S., "Sandra, " removed while still a toddler from her family of origin 
due to abuse allegations, experiences significant social re-aggregation through the 
medium of her own imaginative play, and Harvey's (1995) keen attunement to her 
developing capacity for symbolization. With the almost ritualized "container" of 
constructive play affording the little girl a vehicle through which to enter the liminal 
space of transformation, she grows increasingly invested in symbols of security, and 
through this attenuated process of reattachment, leams to accept the love and support of 
her adoptive parents. 
In every one of these five narratives, a child is thus separated from the 
opportunity for parental nurturance and support through the incursion of violence, and in 
each, recovery from the devastation of brutality or abuse is advanced through means of 
creative symbolization. In all of these cases but that of the Chiefs unnamed daughters, 
this journey is both non-discursive and palpable, an event enacted on the body itself—in 
effect, a ritual, whether by design or no. Guided by an intervening therapist—or in 
Paulo's case by a father whose therapeutic intercessions are deemed, from an outside 
perspective, traditional healing—these children find agency and eventual restoration 
through a ritual process, that is, through a process of immersion in the subjunctive 
possibilities of the liminal. 
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The notion of Turner's (1977a) liminal space overlaps significantly with the 
transitional space that is Winnicott's (1971) critical contribution to the psychotherapeutic 
understanding of play and individuation. When infants outlast the utility of symbiotic 
ties and begin to move into the transitional territory between self and not-self that will 
host initial encounters with intersubjectivity, their separation from the old ushers them at 
once into a similarly liminal realm. In this realm of transitions, agency and creativity 
arise widiin mindfulness of being, and being separate. Imagination, fantasy, and 
transformative symbolizations here are one—in what dance/movement therapist 
Dosamantes (1992) refers to as an "illusory space" (p. 263) akin to the shaman's sacred 
ground. Like the site of liminality, this transitionally "as i f space of individual and 
group transformation, too, affords the body a transcendent purpose as an instrument of 
consciousness. Hence, it seems that the expanse that ostensibly divides the traditional 
ritual process of liminality from the psychodynamically-inflected process of transitioning 
is, in fact, non-existent—no more than virtual. 
As among the traditional healers of Africa, whose cosmos features oneness of the 
corporeal and the spiritual, the integration of mind and body is fundamental to DMT 
theory and practice, even in a fragmented and fragmenting world. The holism implicit in 
this line of thinking, moreover, suggests the potential for dance/movement therapists with 
a healthy awareness of cultural reflexivity to engage with children from cultures far 
different from their own in "reconstruction of a universe of meaning" (Rousseau, 1995, p. 
321). With roots in ancient dances of group celebration, cohesion, and exorcism 
(Schmais, 1974), as well as the conventions of Western psychology, DMT may be able to 
avoid the trap of treating symptoms out of context and without reference to emic, 
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communal meanings (Serlin, 1993). The presence within the discipline of DMT of a 
literature related to its use in group contexts (Schmais, 1985, 1991, 1998), and a 
specifically anthropological discourse (Hanna, 1978, 1990), moreover, would support the 
modality's application among children of war for whom restoration of sociality may be a 
principal need. 
Indeed, the developmental orientation that is shared among many 
dance/movement therapists may be especially relevant to addressing a defining problem 
among many children of war, and a feature common to all those whose cases are 
described in this discussion—that is, separation from the nurturance of a primary 
caregiver. Typically, in DMT, as with the elaboration on Mahler's (Mahler, Pine & 
Bergman, 1975) developmental theory advanced by Callaghan (1991), in explicating her 
"movement psychotherapy" with survivors of torture, dance/movement therapists may 
deploy skills for using their own body as a "holding environment"—in this case, in order 
to facilitate the client's "rebirth" and development "from autistic state to separation-
individuation" (p. 156). The therapist takes on a ritually subjunctive role—"as i f parent 
to the client—or, what Winnicott (1971) would term a "transitional" role, coaxing the 
survivor to move from a state of primary narcissism and disintegration into an 
individuated position from which there is promise of further growth and development. 
Indeed, in accord with our hypothesized association between the transitional and the 
liminal, it can be inferred that in this case the movement into Mahler's separation-
individuation stage of development is at once a passage into a zone of liminality, where 
transformation is imminent. 
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Playing as if the caregiver in the developmental intervention, however, 
necessarily reminds the dance/movement therapist of an inherent paradox. It is crucial to 
find and uphold a balance between nurture and support, on the one hand—to accept the 
client's need for symbiosis—and, on the other, to challenge the client to individuate, to 
explore the liminal possibilities of self-efficacy, agency, self-determination. As with 
adolescents, passing through a second individuation stage (Bios, 1962), the parent, or 
therapist as substitute parent, has the daunting task of providing a container that results in 
neither smothering nor neglect. Sustaining a dialectical interplay of supportive 
engagement and freedom thus means intervening with caution, and in the knowledge that 
at some point the adolescent—or the client—will walk out the door to make her own way 
in the world. 
This model of the "parentified" therapist—this author's liminal riff on the 
"prematurely parentified," refugee child (Hicks et al., 1993, p. 74)—may be especially 
useful, but like most things useful, it bears associated risks. The therapist from the North 
who works with children from the developing world needs a heightened awareness of the 
dangers implicit in accessing the imagery of parental authority. These same images are 
routinely projected on a post-colonial global screen. The legacy of colonialist 
exploitation of countries from the South by Northern empires is seen prolonged through 
economic globalization and structural adjustment packages that reiterate structural 
violence among impoverished countries already ravaged by conflict. In this context, 
playing parent is complicated by political subtext, to clarify which therapist reflexivity 
must be applied to assumptions regarding the nature of "childhood" itself. Summerfield 
(2000)—although veering overboard on occasion in his radical attempt to reformulate the 
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role of Western psychotherapy in the lives of war-refugee children—is correct to 
challenge mental health practitioners in the West to suspend assumptions about the nature 
of childhood that are informed as much by their own cultural upbringing as their training 
in psychology. Prevailing Western imagery of this developmental period as one of 
"innocence, vulnerability and dependence" (p. 424) merits scrutiny by therapists, no 
matter what their clients' country of origin. Indeed, adopting an appropriately "culturally 
relativist approach to 'health'" (p. 421) means deliberately reviewing notions, and 
subverting practices that may disempower non-Western clients, particularly war refugees 
and survivors of atrocity. Failure to do so may inhibit the therapist from recognizing 
important coping skills and protective factors that might be strengthened through 
culturally relevant interventions. 
International humanitarian development projects face this same peril, and must 
respond to it by supporting community resilience that reinforces "local capacities" rather 
than introducing etic perceptions and remedies (Boyden, 1994, p. 257). Brett and 
McCallin (1996) urge attending to the spirit of the Convention on the Rights of the 
Child—by translating its provisions into sustainably tangible realities that support 
children's well-being. Factors expected thus to extend social reintegration, thereby 
hastening children's recovery, are those most likely to stabilize families and communities 
as a whole: education, employment opportunities, economic security, family tracing 
programs and reunification efforts, and opportunities for children to engage in 
strengthening their social defense mechanisms—through organized games, sport 
activities, artistic practice and performance, as well, conceivably, as play therapy and 
such creative arts modalities as DMT. 
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The program described in the Results section of this thesis, the Dinka Initiative to 
Empower and Restore (DIER) serves here as an example of a community-based DMT 
intervention for a specific population of adolescent survivors of war in the Southern 
Sudan, whose emic perspectives regarding dance, and social interaction generally, have 
shaped the design of the intervention as a whole. Taking as motto Lather's (1991) 
definition of empowerment as "a process one undertakes for oneself; it is not something 
done 'to' or 'for' someone" (Ristock & Pennell, 1996, p. 1), DIER's coordinator posits in 
these pages a model of DMT as community action. Rather than intervening at an 
intrapsychic level, the coordinator/ therapist works to galvanize conditions that enable the 
South Sudanese refugee youths themselves to assume control of their dancing and 
drumming. The goal of regaining sociality is fulfilled to the extraordinary extent that the 
young people involved are able to join together in an activity that not merely reconstructs 
the sociocentric ritual order of their distant and devastated Sudan, but reinstills the 
ancestral authority of the Iiminal into the very blood cells pumping their veins and 
neurotransmitters signaling the youths' connections among one another and with home. 
DIER affords its participants virtually the same necessary enactment on the body that 
ethnographer Englund (1998), addressing NGOs, advised would best serve the well-being 
of Mozamibicans displaced in Malawi: "[S]imply enabling them to properly bury and 
mourn their dead" (p. 1172), he suggested, would amount to the most important possible 
contribution to the community's healing. 
As a form of community building that is capable of embracing thus pivotally emic 
perspectives, DMT may be flexible enough for application in various contexts beyond 
countries of resettlment: in situations of ongoing violence, refugee camps, and 
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demobilized societies. It is clear, however, that, best intentions notwithstanding, agencies 
and individuals committed to helping heal the wounds of war and reintegrate former child 
soldiers and other war-affected children into revitalized communities risk failure, 
wherever Western cultural biases informing the practices of relief and development 
remain underexamined. Psychosocial rehabilitation for children whose experience may 
include abduction at an early age, brutal separation from their extended families, and 
witness of or participation in all manner of politically motivated or arbitrary violence, 
necessitates an approach that is at once culturally-specific and grounded in sociopolitical 
realities. 
The support for sustaining sociality that is evident in DIER, as in many DMT 
group interventions, reinforces the likelihood of DMT's useful adaptability in holistic, 
sociocentric cultures. Imaging a site for DMT in the rehabilitative treatment of children 
of war is supported by more, though, than the modality's utilization of group structures. 
The potency of DMT as a mode of socially inflected, collective transformation replicates 
the fundamental strength of effective community development. In elaborating on the 
effectiveness of community-based initiatives for ameliorating the suffering of war-
affected children, Boothby (1996) focuses on the links forged between self-esteem and 
empowerment on the one hand, and community mobilization on the other. Recognition 
that the afflicted population is made up of active agents capable of self-determination and 
change is critical for successful community development. Boothby thus lauds the shift 
made by staff members and consultants with more effective psychosocial programs away 
"from the conventions of Western diagnosis in favor of social adaptation and functioning 
models" (p. 161). While rarely suspending entirely notions of Western psychopathology, 
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dance/movement therapists, including those whose work with abused children and adult 
survivors of torture is described earlier in this thesis, often prioritize psychosocial 
developmental issues that link motor function and social adaptability. Such goals ought 
to prove pertinent to war-affected children, and qualitative research into efforts at 
integrating functional approaches to movement into programs addressing broader social 
adaptation at a community level among children from developing countries would 
potentially advance this hypothesis considerably. 
In all probability the Western mental health professional seeking to promote 
children's recovery from the calamities of war in the developing world will only be able 
to foster resilience by drawing on "resources" (Gray, 2001) either brought by the client to 
the therapeutic setting or indigenous to the client's home culture. Mobilizing and 
rebuilding communities affected by war and organized violence invariably involve 
community collaboration. Like an effective community organizer, the dance therapist 
works to join clients on their own terms, respecting their autonomy, encouraging their 
self-esteem and empowering them to trust in a body—or a community—that likely 
carries within it what is needed to ensure integrity of self and collectivity alike. 
Negotiating between such Western psychopathological models as that of PTSD 
and practices apparently more congruent with a holistic and sociocentric construction of 
the person, between the intrapsychic and the social, DMT potentially inhabits a 
transitional, Iiminal space between cultural paradigms. This modality's investment in 
personal and collective transformation—by way of specifically cultural expression— 
would suggest an unusually diverse, virtually global, applicability for DMT in facilitating 
children's recovery from what are often devastating consequences of war and organized 
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violence. The mobilization inherent in the dance/movement therapy intervention 
encourages clients' capacity to locate and sustain, whether internally or within a 
community of peers, the revitalizing energy that empowers and restores. 
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SUMMARY AND CONCLUSION 
As a therapeutic modality mat is grounded in the inherent preventive and 
reparative capacities of attunement, dance/movement therapy takes as a guiding axiom 
the need to "join the client where she or he is." Adherence to this principle, however, 
may be challenged in cases of cultural difference between the therapist and client. There 
may be as many as 20 million children in the world today affected by war and organized 
violence. Most of these children come from countries of the developing South, whose 
indigenous cultural traditions afford understandings of the character of health and 
disorder that differ radically from the constructs of the psychology of the North. Notions 
that are taken as given in the North—that the self is contained within the individual body, 
for example—may be understood in a quite dissimilar way in the more collectively 
oriented and holistic societies that are the source of most of the world's 35 million 
uprooted people. 
It is critical that, in trying to address the needs of war-affected populations, 
mental health professionals trained in Western psychology endeavor to suspend 
psychiatric constructs, or at least to appreciate them from the vantage point of their 
cultural assumptions. Appreciating confusions in the meaning of trauma, for example, 
may be central to the work of promoting the well-being of children of war, and enhancing 
their opportunity for social reintegration through attachment to family and community. 
Indiscriminately applying such potentially stigmatizing diagnoses as that of PTSD may 
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prove counterproductive to these aims. Notwithstanding psychobioiogy's universalis 
assumptions, there is undoubtedly ethnocultural variation in the presentation of the 
"symptoms" of posttraumatic stress. Refraining the "symptom" as a "coping skill" may 
thus better enable the fostering of resilience among such children. This more preventive 
approach to assessment and intervention is represented in these pages through a DMT 
initiative with a community of adolescent survivors of war in the Southern Sudan that is 
part of a group singled out by a pivotal United Nations study as epitomizing children's 
capacity to overcome unfathomable adversity. Enduring the witness of untold violence 
and the experience of extreme deprivation, these unaccompanied minors are thought to 
have survived their decade-long ordeal largely through peer support and culturally-
specific defense mechanisms. For the dance/movement therapist committed to 
attempting to traverse the emic-etic gulf, it may be possible to learn from these culturally 
identified adaptations for survival. Located in a culture's central sustaining rituals— 
imbued by the collective with essential restorative properties—these culturally developed 
mechanisms for psychosocial survival commonly include dance itself. 
Adapting or reconstructing within the therapeutic container such pivotal rituals as 
those of "traditional dance" for these Southern Sudanese youth enables members of 
refugee communities to experience a sociality that is at once largely capable of 
preventing emergence of dysfunction and disorder, and healing it in instances when it 
does emerge. Facilitating the reconstitution of the ritual order, the dance/movement 
therapist thus—acting ay //community organizer—helps the community to access and 
engage the transformative power of its own ritual heritage. In so doing, it may be 
possible to address the combination of social and psychic malaise that is a frequent 
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outcome of prolonged encounter with the severe stressors of poverty, repression, and 
armed conflict. 
Examples from the literature embolden these understandings. Under apartheid, 
committed therapists in South Africa established vital models for integrating Western and 
indigenous African constructs of therapeutic intervention within a context of continuing 
traumatic exposure and stress. Chilean therapists under the Pinochet dictatorship helped 
bolster the defenses of clients whose family members were among the 'disappeared.' 
Melding advocacy for psychic and social reparation among Chile's struggling people, 
these therapists' work presents a model meriting adaptation in therapeutic interventions 
among children affected by war and organized violence. 
Indeed, for therapists with a productively reflexive comprehension of culture, 
DMT may be re-envisioned in a way that incorporates these models of community-based 
engagement into effective interventions for children of war. To alter only slightly the 
abiding DMT maxim, a focus on the twin objectives of restoration and empowerment— 
as these are reflected at both individual and social levels—may enable the dance/ 
movement therapist to join war-affected children where they are, only to see them travel 
where mey may truly need to go. 
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